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ABSTRACT 
 
Equitable access to quality health care is an essential element and a fundamental right for 
human development in any country. The South African health system prior to 1994 can be 
construed as one characterised with inequality and human development disparity. Various 
policies have since been promulgated and implemented to redress the inequalities of the past. 
 
Poverty related illnesses remain widespread, the reemergence of infectious diseases and social 
impacts are putting additional pressure on an already overburdened health system. These 
challenges have heightened expectations for leadership to manage the health system of the 
country more effectively and efficiently. A shortage of critical skills and trained health 
personnel  have been cited as two of the major challenges for effective quality care within the 
health sector and have been described by The World Health Organisation as the heart of any 
successful health system in any country (Coovadia et al. 2009). However, there is a severe lack 
of formal evaluation of the competencies of hospital managers, as well as their needs for future 
training in South Africa. 
 
The public has become more health conscious and the request for quality care is increasing, 
demanding health professionals with increased levels of competence. There is a paucity of 
research in the health management literature that systematically specifies and assesses which 
competencies are important to facilitate leadership development, especially in a developing 
country context. The research aims to identify and determine a comprehensive set of 
managerial competencies for health leadership in South Africa that could enable leaders to 
successfully lead the health sector beyond the 21
st
 century. 
 
The research is based on the National Center for Health Leadership (NCHL) framework that 
was developed through a synthesis of the literature on leadership and management 
competencies in health and related domains (NCHL, 2006). A survey approach using a pre 
tested questionnaire was administered to management in public and private sector hospitals.  
Respondents were asked to rate the level of importance of each of the 80 competency 
statements pertaining to the National Center for Health Leadership competency model. 
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The results show that managers in the private and the public sector perceived all the 
competencies as important to very important.  Public sector managers were more likely than 
their private sector counterparts to report that they require further development and training. 
There were statistically significant differences in eight competencies between the sectors. This 
research confirms the relevance and applicability of the NCHL competency model within a 
developing country context. It also calls for greater attention to leadership skills. 
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Chapter 1:  Introduction to the study 
 
1.1 Introduction  
The aim of this chapter is to provide an overview of the structure and content of the research. 
The chapter also outlines the background and the rationale for conducting the study. It further 
sets out the purpose and objectives of the study, significance of the research, the research 
questions and assumptions made in the study. The study does not claim causality and the 
relationship between training and performance will not be studied. It concludes by outlining the 
structure of the rest of the research project. 
 
1.2     Background of the study   
 
The political landscape in South Africa including the health sector underwent a transition after 
1994. Prior to 1994, the health sector was run along racial lines, was characterised by inequality 
and access was limited to healthcare due to limited financial and human resources. At the same 
time, it inherited many health burdens which presented a myriad of challenges and changes to 
the health sector. The unexpected growth of the population, together with new diseases that 
emerged and those which were reemerging, compounded the problem of the public health 
sector to provide quality service delivery to its citizens. Furthermore, economic pressures have 
led to companies reducing their workforce and many who were members of medical aid 
schemes, are now making use of the public health sector for medical services. The health sector 
has been in a state of neglect for many years and the new democratic government placed equity 
at the heart of its policy goals.  
 
South Africa has a dual health system characterised by large public and private sectors. The 
public sector serves the indigent population constituting more than 80% of the total population 
(Kohler, 2008). It is funded predominantly by the government from general tax revenue and 
comprises 40% of total health expenditure. This is in contrast to the private sector, which is 
highly developed, and serves less than 20% of the population. It comprises those who have 
medical insurance and are normally high income earners and is responsible for 60% of total 
health expenditure (Kohler, 2008; Pillay, 2008a). The new democratic government started to 
improve the status of health care for its citizens, undertaking redistribution of resources 
between geographic areas and consolidating the fragmented health system into one South 
African health care system. They shifted the focus towards primary health care with the aim of 
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looking at prevention of treatable illnesses at clinic and district level. The expansion of primary 
health care facilities in 1996 was one of the pro-equity policies that were initiated by 
government (Wadee, Gilson, Thiede, Okorafor & McIntyre, 2003).  A concerted effort was also 
made on the local and district health system to reach the greater population by providing basic 
care and enabled tertiary hospitals to focus on specialised services.  
 
The government owned and managed public sector hospital is often characterised as being 
inefficient and ineffective and tends to be over-subscribed and underfunded. This is in contrast 
with privately owned and managed hospitals which are amongst the more profitable of 
enterprises and compare favourably with the best in the world (Pillay, 2008a). A rapid increase 
in the population and high unemployment levels including people living below the poverty line 
exacerbated the burden on the health sector to provide quality care to its citizens. In addition, 
social and environmental causes exert further pressure on the health system resulting in 
concomitant adverse implications on finances, human resources and infrastructure (Makube, 
2012). 
 
According to the World Health Organisation (WHO, 2008), some of the limitations to increase 
service delivery and achieve health care objectives are the incapability of the South African 
health sector to secure trained health personnel and its inability to fill critical vacancies. 
Patients expect health professionals to display a high degree of competence. Dr Motsoaledi, 
Minister of Health (2009), acknowledged that the current health sector faces significant 
management challenges, and burdens in terms of diseases are increasing. He further identified 
the lack of specific managerial skills within health institutions, technological advances, 
infrastructure, inadequate staffing levels and other deficiencies that hinder the progress of the 
health sector.  Access to health care services is fundamental to all citizens of a given country. 
In a study conducted by Econex (2009), South Africa’s burden of disease, in relation to 
developed countries, is four times larger and in comparison to most developing countries is two 
times larger. Kohler (2008), WHO (2008), Coovadia, Jewkes, Barron, Sanders and McIntyre, 
(2009), state that poverty related diseases are remaining widespread and that the number of 
deaths and infectious diseases increase year on year which is indicative of an inadequate and 
inaccessible health care system.  
 
A shortage of critical skills and trained health personnel has been cited by Wadee and Khan 
(2007) and Coovadia et al. (2009) as two of the major challenges for effective and quality care 
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within the health sector. Human resources have been described as “the heart of the health 
system in any country”, the most important aspect of healthcare system and a critical 
component in health policies (Hongoro & McPake, 2004: 1451).  The Department of Health 
(DOH) launched the National Human Resource Plan in 2006 in an attempt to address the skills 
shortage and to compensate for the loss of experienced health professionals (Department of 
Health, 2006). It is further anticipated that in order to make inroads, South Africa must produce 
double the number of graduates by 2014. South Africa and other developing countries, face 
many challenges in light of the Millennium Development goals which were signed in 2000, 
consisting of eight global goals to be achieved by the year 2015. Three of the goals are health-
specific and although progress has been made, attainment seems unlikely as life expectancy is 
decreasing, reduction in HIV related deaths is insignificant, and rising non-communicable 
diseases are being experienced. Substantial improvements are required if South Africa wishes 
to achieve these goals and requires leadership with vision, commitment, competencies and 
resources (Chopra, Lawn, Sanders, Barron, Karim, Bradshaw, Jewkes, Flisher, Karim, Mayosi, 
Tollman, Churchyard & Coovadia,  2009). 
 
In meeting the needs of patients, the Institute of Medicine (IOM) in their report “Crossing the 
quality chasm” indicated that the health sector should provide care that is safe, timely, patient 
centred, efficient and effective and that the current system falls short of their aims (IOM, 2001). 
In response, the National Center for Healthcare Leadership competency model (NCHL) was 
developed as a benchmark model of core competencies for the medical profession (Calhoun, 
Davidson, Sinioris, Vincent & Griffith, 2002; Baker, 2003; Shewchuk, O’Connor & Fine, 
2005; Garman & Johnson, 2006; Stefl, 2008). The idea was to construct a framework of 
common competencies that permeates across various professions within healthcare (IOM, 
2003). Furthermore, a review of existing literature was conducted pertaining to leadership and 
management competencies in healthcare and related domains that facilitated development of 
the NCHL framework (Baker, 2003). Further to this, two surveys of practitioners and 
academics were conducted that validated the framework (Calhoun et al. 2004). This NCHL 
model is used as the basis for determining managerial competencies that can contribute to 
successful performance. The NCHL (2006) provides a 3 pronged approach with regard to 
transformation, execution and people as shown in figure 1.1. Each competency domain is 
further divided into seven, eight and eleven competency elements respectively. 
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Figure 1.1 NCHL Health Leadership Competency Model 
Source: National Center for Healthcare Leadership (2006). 
 
The intent of the NCHL was to provide a common language and framework to guide and assist 
future health management leadership. As Rowe (1995) noted, clear terminology would permit 
more effective use of any models that might be employed. According to Mclagan (1997) there 
are six approaches to defining and developing a model for competency. It includes job task, 
result of work efforts, output, knowledge, skills and attitudes, qualities of superior performance 
and lastly bundles of attributes. The NCHL has developed a comprehensive database for 
defining the competencies required for outstanding healthcare leadership which comprises of 3 
domains namely Transformation, Execution and People with 26 competencies and 123 
competency statements (Garman & Johnson, 2006; Calhoun, Arbor, Dollett, Sinioris, Wainio, 
HEALTH LEADERSHIP 
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Butler, Griffith, Patullo & Warden, 2008). They use this model as a means to demonstrate that 
a comprehensive collection of competencies is required for healthcare administration (Calhoun 
et al. 2008). A key factor to this model is that it is applicable to different sections along one’s 
career path. It also focuses on improving organisation performance by enhancing leadership 
which can result in an improved health system (Calhoun et al. 2008). They further suggest that 
an in-depth understanding of all three categories will enable leaders to lead effectively and 
successfully. Since competencies are dynamic, few executives have a sound understanding of 
the critical healthcare competencies for various career levels and management occupations 
(Fine, 2002). 
 
 In considering the testing of the NCHL model as a basis for competency development in South 
Africa, the following factors were taken into account: The NCHL is applicable to the public 
and private health sectors. It further applies to both professional managers and physician 
leaders that lead health institutions and those that wish to take up leadership roles within 
healthcare at various levels (Calhoun et al. 2008). Furthermore, considerable effort was 
invested to ensure that the model is applicable to professional development and academic 
programs (Calhoun et al. 2004).  
 
1.3  Healthcare related legislation  
 
Since the inception of democracy, various legislations pertaining to healthcare have been 
enacted or amended to reduce inequality and disparity that faced the majority of people of 
South Africa (Gilson & McIntyre, 2007). The National Health Act of 2003 (Act No. 61 of 
2003), which is a key piece of legislation in the health sector, governs both the public and 
private health sectors although more focus and emphasis is on the public sector (Gray & Jack, 
2008). It highlights the rights and responsibilities of health providers and users and promotes 
community involvement in the delivery of healthcare from local to national level across sectors. 
In order to control unfair practices (such as risk and age barriers) and to ensure fair access to 
private health services, the government amended the Medical Aid Scheme Bill of 1998 (No. 
131 of 1998) and the Medicines and Related Substance Control Act of 2002 (Act No. 59 of 
2002), (Leon & Mabope, 2008). Table 1, highlight pertinent laws that govern the South African 
health sector. The idea was to strengthen the public sector, reduce the inequalities and to lessen 
the burden of demand on the public sector (McIntyre, Gilson, Wadee, Thiede & Okorafor, 
2006).  
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Table 1: Relevant laws pertaining to healthcare in South Africa 
2003 The National Health Act (No. 
61 of 2003). 
A key piece of legislation that governs both the public and private 
health sectors. Also highlights the responsibilities of health providers 
and users and promotes community involvement in the delivery of 
healthcare from local to national level across sectors. 
2005 The Nursing Act (No.33 of 
2005). 
Provides  for the introduction of mandatory community service for 
nurses 
2007 The Health Professions 
Amendment Act (No. 29 of 
2007). 
This describes the objects and functions of the Health Professions 
Council in terms of their obligations to the Minister of Health. 
2007 The Traditional Health 
Practitioners Act (No. 22 of 
2007). 
To provide for a regulatory framework to ensure efficacy, safety and 
quality of traditional health care services. 
2008 The choice of Termination of 
Pregnancy Amendment Act 
(No. 1 of 2008). 
Aimed to delegate the monitoring, implementation and functioning of 
termination of pregnancies from national to provincial levels. 
Legalising abortion and allowing safe access to it in both the public 
and private health facilities. 
2008 The Medicine and Related 
Substances Amendment bill 
(No. 72 of 2008). 
The regulation disallowed discounting and requires manufacturers to 
sell medicines at a single exit price (SEP). 
2008 The Medical Schemes 
Amendment Bill (B 58-2008). 
It provides for the establishment of the Risk Equalisation Fund, the 
greater cross- subsidisation between members of medical schemes, 
improved governance of medical aid schemes and the emergence of 
risk-pooled medical scheme products for low income beneficiaries. 
Source: Rispel and Moorman, (2010) South African Health Review 
 
1.4  Structure of the South African healthcare system 
 
The Department of Health (DOH) is responsible for the promotion of health of all South 
Africans and to ensure that all citizens receive accessible, equitable, affordable quality 
healthcare and excellent service delivery. It is also the responsibility of the DOH to protect the 
population against diseases, to create an enabling environment and to develop appropriate 
systems for private-public sector engagement (Matsebula & Willie, 2007). The public health  
sector comprises of a three tier system involving National, Provincial and Local government or 
district health which is mainly funded from national taxes, user fees and local government 
revenue (Gilson & McIntyre, 2007; Blecher, Day, Dove & Cairns, 2008). The national system 
comprises of nine provinces each with their legislatures responsible for the delivery of both 
hospital and primary health care. There are 416 public hospitals which are split into 42 regions 
and 162 health districts (Day & Gray, 2011).  According to Watson (2010), over 700 clinics 
have been built or upgraded and 125 mobile clinics have been introduced since 2007. Over 
3500 clinics provide free healthcare to pregnant and breastfeeding women including children 
under the age of six years.  It is estimated that the private sector has 31500 beds and the public 
sector 100 000 which serves a population of just over 49 million (Watson, 2010). Non citizens 
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generally seek medical attention from either general practitioners or the public health sector. 
This places further strain on already limited resources with which the public sector is faced. 
 
The private for profit health sector standards of medical practice compare favourably with the 
rest of the world. The private sector is mainly funded through medical aid schemes, out of 
pocket payments and consists of generalist and specialist practitioners, pharmacies, private 
hospitals and traditional healers (McIntyre et al. 2006; Gilson & McIntyre, 2007). The role and 
contribution that the private sector plays in the national health of the country is significant in 
terms of quality service delivery. The private sector predominantly provides health services to 
people that can afford private medical care. The focus is different from the public health sector 
as they predominantly concentrate on providing medical care to the indigenous population. 
According to Day and Gray (2012) there are 216 private hospitals with the majority belonging 
to Netcare, Mediclinic and Life healthcare and cover 8.5 million medical scheme members. 
Medical Schemes are the primary vehicle for income generation in the private sector. Members 
that are not adequately covered by their respective schemes have to make out of pocket and co 
payments for medical services. 
 
It is estimated that around 55-60% of total health expenditure is spent on the private sector 
which serves between 15-20% of the population (Chopra et al. 2009).  Several disparities 
between the private and public sectors exist, such as disproportionate distribution of health 
personnel, financial disparities in terms of total expenditure, remuneration levels of health 
professionals which negatively affect the capacity of the public sector. The absence of a 
regulatory supervision system allowed high income groups to shift away from services offered 
by government, however, the private health sector is now regulated and the National Health Act 
(Act No. 61 of 2003) is applicable to them (Leon & Mabope, 2008). 
 
1.5 Human resources for health 
 
The World Health Organisation (WHO) states that “challenges with the health workforce are 
the single most important obstacle to improving the performance of health systems and 
achieving key health objectives”, particularly in low and middle income countries (Day & 
Gray, 2008:357). Government is the main source producing trained health personnel for both 
public and private sectors, but the majority of health professionals, an estimated 75% of 
medical specialists, work in the private sector (Leon & Mabope, 2008). According to Kautzky 
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and Tollman (2008) the South African health sector is experiencing a leadership crisis as health 
professionals with critical skills are immigrating to first world countries. Healthcare 
organisations are in competition with other industries to gain and retain highly experienced 
professionals on a national and international level (Fine, 2002; Porter O’Grady and Malloch, 
2011). 
 
 According to Mecklenburg (2001: 8) one of “the most important issues for a successful and 
effective healthcare system in the future is a sufficient pool of management talent and 
leadership”. Unfortunately the problem is further compounded by the fact that the talent pool 
from which future leaders are drawn is diminishing. Another concern is the fact that the 
vacancy rates for medical professionals is very high and the population is steadily growing. 
This is further exacerbated by the fact that the public has become more health conscious and 
demands and expects increased levels of competence from health care professionals.  
 
Harrison (2009) highlights problems such as quality of care, operational efficiency, devolution 
of authority, morale and leadership and innovation as some of the challenges facing the South 
African health sector for the next five years. South Africa has experienced marginal increases 
in the number of medical practitioners entering the health sector during the period 2005-2012. 
As displayed in Table 1.2 significant disparities between the provinces exist which are based on 
multiple factors that influence medical practitioners’ decisions to shift between provinces. 
 
Table 1.2:   Human resource distribution within the health sector in South Africa. 
Medical practitioners per 100 000 uninsured population, 2000-2012 
YEAR EC FS GP KZN LP MP NC NW WC SA 
2000 
2001 
2002 
2003 
2005 
2006 
2007 
2008 
2009 
2010 
2011 
2012 
12.3 
12.2 
11.3 
12.7 
15.8 
16.1 
17.0 
17.9 
20.9 
22.4 
25.5 
24.9 
24.3 
22.2 
23.4 
23.1 
20.7 
21.4 
22.8 
23.2 
25.4 
24.1 
24.1 
27.2 
36.6 
28.7 
29.1 
25.4 
25.9 
29.7 
29.5 
32.0 
27.6 
31.5 
33.7 
34.6 
24.0 
22.3 
22.4 
21.3 
24.2 
27.5 
30.1 
34.7 
33.7 
33.2 
34.6 
33.9 
12.5 
12.2 
9.1 
14.3 
14.3 
14.8 
17.4 
17.4 
18.8 
20.1 
20.7 
21.6 
16.4 
16.4 
16.6 
17.9 
21.5 
22.0 
20.9 
18.3 
21.3 
22.5 
22.5 
23.1 
28.9 
26.3 
24.2 
28.4 
36.5 
34.7 
41.2 
35.7 
30.3 
32.9 
36.1 
38.8 
11.9 
12.2 
11.8 
11.5 
13.6 
14.8 
14.9 
14.1 
18.3 
16.0 
19.9 
20.2 
39.7 
32.5 
33.1 
31.9 
36.1 
38.8 
33.8 
37.9 
35.5 
34.2 
34.8 
34.7 
21.9 
19.8 
19.3 
19.7 
21.9 
23.7 
24.4 
26.0 
26.5 
27.3 
29.0 
29.4 
EC: Eastern Cape; FS: Free State; GP: Gauteng; KZN: Kwazulu- Natal; LP: Limpopo; MP: Mpumalanga; NC: 
Northern Cape; NW: North West; WC: Western Cape; SA: South Africa. 
Source: South African Health Review ( 2010 , 2011 and  2012/13) 
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The WHO proposed a threshold of density to gauge the level of critical shortages within the 
health sectors in countries. The minimum levels prescribed are 20 medical practitioners per 100 
000 population and 230 nurses per 100 000 populations (Day & Gray, 2008). 
 
South Africa had 29.4 medical practitioners per 100 000 in 2012 which seems favourable and is 
a huge improvement since 2008. In comparison, the private health sector is represented with 
37.0 medical practitioners per 100 000. In 2008, the density of nurses was 116.6 per 100 000 
well below the standard required by the World Health Organisation (George, Quinlan & 
Reardon, 2009). There has been an increase since and is currently at 140.8 professional nurses 
per 100 000 populations (Day & Gray, 2012/13).  In terms of medical specialists, the public 
sector has 11.2 per 100 000 populations versus 57.0 in the private sector. There has also been a 
significant increase in unfulfilled vacancies within the public health system since 2008. 
Vacancies in the public sector remain high with health professional posts at an estimated 42.5 
% (2010) against 35.7% in 2008, medical practitioners 49 % (2010) against 34.9% in 2008 and 
professional nurse posts at 46.3% in 2010 against 40.3% in 2008 (Day & Gray, 2010). 
 
The private health sector in comparison had 280 vacancies in 2010. The health sector is still 
facing acute shortages and the supply to both sectors is insufficient. In light of the statistics 
reported, it becomes evident that a concerted effort needs to be undertaken to fill the above 
vacancies to strengthen its workforce as the population is growing. In response, the government 
recruited 2000 Tunisian doctors and 450 Cuban and Iranian doctors in 2007 to lighten the 
burden of the shortage experienced (DOH, 2008).  
 
There is an imbalance between the public and private health sectors in terms of the coverage of 
medical staff to the population. Private healthcare users are in a better situation in comparison 
to the vast majority of the country’s citizens who are subjected to limited access to medical 
professionals. This can be linked to the funding structures of distribution between the sectors.  
Table 1.3 illustrates the extent of inaccessibility and inequality in distribution. 
 
Table 1.3: Distribution of medical practitioners in the public and private sectors 
 Ratio medical practitioner to population Medical practitioner per 100 000 
Public sector  
Dependents 
                                             1 for every 4219                                                     23.7 
Medical scheme 
Beneficiaries 
                                             1 for every 601                                                   166.3 
Source:  Kohler (2008), and Wadee et al. (2007) 
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In 2012, 12508 medical practitioners were working in the public sector and a total number of 
38 444 were registered with the Health Professions Council of South Africa. This indicates that 
an estimated 32% of medical practitioners are covering about 85% of the uninsured population 
and 68% of medical practitioners are covering approximately 15% of the insured population 
(Day & Gray, 2012/13).  
                                           
 
Table 1.4 below shows the ratio of medical staff to the population which is an indicator of the 
health status of that country and serves as a key measure of healthcare performance. 
 
Table 1.4: International comparisons of physician and nurse density per 1 000 population 
 
COUNTRY Physician density for every 1 000 
population 
Nurse density for every 1 000 
population 
Mozambique 0.03 0.21 
Lesotho 0.05 0.62 
Zambia 0.12 1.74 
Zimbabwe 0.16 0.72 
Namibia 0.30 3.06 
Botswana 0.40 2.65 
South Africa 0.77 4.08 
United States of America 2.56 9.37 
France 3.37 7.24 
United Kingdom 2.30 12.12 
 Source: Kohler (2008), and Wadee et al. (2007) 
 
South Africa, in comparison to other Southern African countries, is better resourced in terms of 
density. South Africa has a ratio of 0.77 physicians for every 1 000 population and 4.08 nurses 
for every 1 000 population. However, it compares unfavourably to high or middle income 
countries and it is evident that South Africa is under resourced. For example the ratio of 
physicians in The United States is 2.56, France 3.37 and United Kingdom (UK) is 2.30 and 
nurse density per 1 000 in comparison is US 9.37, 7.24 in France and 12.12 in the UK (Kohler 
2008). Based on the abovementioned facts, South Africa must improve these ratios by training 
more healthcare professionals and at the same time find better retention strategies.  
 
The health system is fraught with many challenges and they need to find an approach to 
mitigate it. This reality is further compounded by health professionals leaving South Africa as 
shown in Table 1.5. About 38% of these doctors are based in the United Kingdom and 30% are 
based in the United States. 
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Table 1.5: Distribution of South African practitioners abroad, 2006 
Country Practitioners Nurses/ Midwifes Other health professionals Total 
Australia 1114 1085 1297 3 496 
Canada 1345 330 685 2 360 
New Zealand 555 423 618 1 596 
United Kingdom 3625 2923 2451 8 999 
United States 2282 2083 2591 6 956 
TOTAL 8921 6844 7642 23 407 
Source: South African health review (2007) 
 
 
Migration to other countries is determined by various push and pull factors. Push factors such 
as low compensation, poor working conditions, development opportunities, crime and political 
instability, high risk levels and poor living conditions are cited by many as reasons why South 
African medical practitioners migrate to high income countries. Pull factors such as stable 
political and economic climate, better work and living conditions and higher remuneration have 
been identified as why health professionals are willing to immigrate to their country of choice 
(Hongoro & McPake, 2004, George et al. 2009). This has resulted in unintended consequences 
and challenges for the health sector in any country. In contrast, there are 3004 foreign doctors 
registered with the Health Professions Council of South Africa (HPCSA) and they are mainly 
from countries such as Nigeria, Britain and The Democratic Republic of Congo, (SAIRR, 
2012). 
 
1.5.1   Health profile 
 
In determining the health status and performance of health systems, various factors are taken 
into account. South Africa’s health outcomes are worse than many of the lower income 
countries such as Colombia, Samoa and Indonesia and middle income countries such as 
Hungary, Fiji and Brazil (WHO, 2013). South Africa was ranked 175
th
 out of 191 countries in 
terms of health system performance by the World Health Organisation in 2000 (WHO, 2000). 
According to the World Bank, the overall prevalence of HIV in South Africa was 17.9% in 
2012 and has since decreased to 15.9% in 2013. It is further estimated that 5.26 million people 
are living with HIV in 2013 against 4.21 million in 2001 (Stats SA, 2013). According to 
Statistics South Africa (2013), HIV/Aids accounts for 31, 9% of all deaths in South Africa, and 
violence and injuries intensified the cause of premature deaths.  There has been a decline in 
HIV/ Aids related deaths since 2006 (46.2%). 
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South Africa recorded the second highest tuberculosis incidence with 1003 per 100 000 
population out of 158 countries as shown in the Table 1.6 below. The tuberculosis incidence 
target for South Africa is 449 per 100 000 population to be achieved by 2015. It is evident that 
South Africa faces many challenges and that this target will not be achieved. 
 
 
Table  1.6: Incidence of Tuberculosis per 100 000 population 
Country Year 2010 Year 2012 
South Africa 960 1003 
Swaziland 1227 1349 
Zimbabwe 762 562 
Uganda 311 179 
Somalia 388 286 
World Average 128 122 
Source: World Bank, World development indicators , 2014 
 
There is a growing burden of non-communicable and communicable diseases in South Africa 
and it remains widespread. Non-communicable diseases accounted for 19% of deaths and 
communicable diseases accounted for 49% of deaths in South Africa during 2012 (World Bank, 
2014). According to Schaay, Sanders and Kruger (2011), the burden of disease is primarily 
related to HIV and AIDS. As presented in Table 1.7 below there is a marginal decrease in 
communicable diseases and a significant increase in non-communicable diseases in 2014. As 
far as the quadruple burden of disease is concerned, South Africa experienced a decline in 
deaths associated with violence (Stats SA, 2013). 
 
Table 1.7: Burden of disease: South Africa 
Groups of data Year 2012 Year 2014 
Communicable disease   49% 48% 
Non-communicable disease 19% 43% 
Injuries 12% 8% 
Source: WHO, 2014 
 
 
The infant mortality rate is estimated at 41.7 per 1000 live births in 2013 (Stats SA, 2013). This 
still falls short of meeting the target of 29 deaths per 1000 live births as per the MGD 4 by 
2015. As presented in Table 1.8, notable progress has been made. However, South Africa is 
still in excess in comparison with other countries such as Peru (14), Egypt (18), Morocco (27) 
and Brazil (13) (World Bank, 2014). Day and Gray (2010) state that child mortality rates must 
decrease to 20 deaths or less per 1000 live births by 2014 to improve the country’s health status 
in general. A comprehensive set of initiatives has been put in place such as the Negotiated 
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Service Delivery Agreement (NSDA) 2010-2014, which outlines key strategies for the 
reduction of maternal and child mortality rates (DOH, 2012). 
 
Table 1.8: Infant mortality rates per 1 000 live births 
Country  Year 1990 Year 2012 
South Africa 47 33 
Egypt 63 18 
Morocco 63 27 
Peru 56 14 
Mexico 37 14 
Brazil 52 13 
World average 63 35 
Source: World Bank, World development indicators, 2014 
 
Life expectancy at birth reflects the overall mortality level of a population. According to WHO 
(2014) the average life expectancy at birth in South Africa is estimated at 56 years for males 
and 62 years for females in 2012 against the world median of 70 years for males and 76 years 
for females see Table 1.4. According to Chopra et al. (2009) life expectancy has fallen by 
almost 20 years since 1994 and was mainly due to the increase of HIV/ Aids related deaths. In 
terms of the MDG’s, South Africa will mostly likely not achieve the target of 70 for both sexes 
by 2015. The gap between the sexes was 6 years in 1990 and has increased to 7 years in 2012. 
 
Table 1.9: Life Expectancy at birth total years  
Country Male 
(1990)   
Male 
(2012) 
Female 
(1990) 
Female 
(2012) 
both sexes 
(1990) 
both sexes 
(2012) 
South Africa 59 56 66 62 62 59 
Samoa 63 70 69 77 66 73 
Brazil 63 70 70 77 66 74 
Hungary 65 71 74 79 69 75 
Colombia 67 76 75 83 71 79 
World median 65 70 71 76 68 74 
Source: WHO,2014 
 
 
1.6   Public private partnerships 
 
The Health Act of 2003 (Act No. 61 of 2003), refers to a coordinated relationship between 
private and public health establishments in the delivery of health services in South Africa 
(Buso, 2004) The Act also provides for the public health sector to contract with private 
practitioners to render services (Buso, 2004). However, these contracts are commercial in 
nature and private contractors can use the facilities of the state to fulfill its obligations. The idea 
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of public-private partnerships is based on the capacity constraints between the sectors. Public-
private partnerships are being pursued as a way to leverage ideas, resources, and capabilities to 
achieve public health goals (Vian, Richards, McCoy, Connelly & Feeley, 2007). The private 
sector is offering health services by providing beds and medical care to public sector patients 
and provides teaching facilities for medical graduates (Matsebula & Willie, 2007). Both sectors 
have a dual responsibility to address social problems and the achievement of health related 
goals and at the same time expanding their core business activities. This allows for non-core 
services to be outsourced to the private sector to lessen the burden of the public sector (Buso, 
2004). It further expands health services, sharing of resources, transferring knowledge and 
foster development between the sectors (Vian et al. 2007).  
 
The Minister of Health launched the National Consultative Forum in 2006 to discuss strategic 
health issues facing the country with various stakeholders. The public and private partnership 
model is workable, but requires clear and transparent dialogue between the relevant role 
players. The public sector should allow the private sector to cross the threshold with the 
possibility of looking at new business models ensuring a win/win situation. 
 
1.7   Health care financing  
 
Although the South African health sector has undergone some transformation after 1994, 
inequality in the funding of health care between the two sectors still exists, with 55-60% of 
total health expenditure being spent in the private sector on less than 16% of the country’s 
population (Chopra et al. 2009). It is estimated that 30% of total public health expenditure is 
allocated to tertiary hospitals of the three major provinces in South Africa (Chopra et al. 2009). 
Annual spending in the 2008/2009 financial year was R93 billion in the public sector and 120 
billion in the private sector (Cherry, 2010). According to the budget review for 2012/2013, 
health expenditure was as follows: R129.9 billion (48.5%) was spent on the private sector and 
R132.1 billion (49.2%) was spent in the public sector. The split between the sectors is almost 
equal and indicate the inequality and high cost of private health care. The main financing 
vehicles for private health services are medical schemes and out of pocket payments. 
According to the Minister of Health, the curative health system is very destructive, 
unsustainable and extremely expensive (Thom, 2010). In comparison to other middle income 
countries such as Brazil, Mexico, Chile, and Costa Rica, South Africa spends more per capita 
on health with a reduced life expectancy. Relative to cost, South Africa already spends 8 
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to.8.5% of GDP, and other countries are performing better (Kohler, 2008). This is confirmed by 
Day, Gray and Budgell, (2011) who state that the private sector spent 4.3 % and the public 
sector 4.1 % of GDP, respectively, for 2012 on health services.  
 
1.8    National Health Insurance 
 
Rapid changing environments in recent times and increased dependency on technology are 
shifting the government’s policies and national strategies in terms of delivering health care. The 
Government’s initiated and proposed National Health Insurance (NHI) is the latest 
development in transforming the health sector. The NHI aims to provide universal healthcare 
coverage to the entire South African population and at the same time address the economic 
imbalances being experienced. Its intention was to involve the private sector in providing care 
that was previously the responsibility of the public health sector. Considerable changes in terms 
of funding, distribution of professional and specialist health workers, management enablement, 
infrastructure and overall increase in service delivery are required to effect successful 
transformation. It further involves radical initiatives of human resource departments such as 
redefining development and training scope, improved selection and recruitment processes and 
improvement of working conditions occurring at all levels to reduce the gap between 
undersupply and maldistribution of medical professionals (Sanders & Lloyd, 2009).  
 
Whether the level of quality and service delivery will increase remains to be seen. The NHI 
brings along with it many unanswered questions and challenges. Many developing nations have 
implemented the NHI as an operating model with great success and are largely dependent on 
the cooperation and collaboration of all role players and stakeholders. It is predicted that the 
project will take at least 14 years to be completed. The piloting of this project was undertaken 
during 2012 in selected districts. The proposed funding allocated to the NHI will increase to 
5% of GDP in 2012 when it commences and will increase to 7% by 2017 and finally 8% by 
2025 (Van den Heever, 2010).  
 
1.9   Health management 
 
Healthcare organisations are involved in the delivery of health services in a variety of settings. 
Healthcare management and health management are two concepts that are equally diverse, 
conceptualising and defining it has always been difficult. The two terms often are used 
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interchangeably in the workplace, creating confusion. According to Hunter and Brown (2007:1) 
health management relates to those activities which refer to “development and policy 
implementation, affecting changes and is concerned with improving the health of the 
population”. On the other hand, healthcare management is defined by Thompson, Buchbinder 
and Shanks (2012:2) as the “profession that provides direction and leadership to the 
organisation that delivers personal health services internal and external to the organization”. 
Although the system of healthcare is unique, the principles of managing it are similar across 
sectors. The responsibility of  healthcare leaders  includes planning, overseeing production, 
influencing strategy, budget allocation, distribution and optimal use of resources and affecting 
changes within the environment that ensure that quality health care services are provided (Guo, 
2006). Ultimately, they are responsible for managing the overall performance of their 
respective organisations (Guo, 2006). In order for them to perform these roles, they must have 
the knowledge to make informed decisions that lead to higher quality, improved outcomes, 
decreased competition, and increased market share (Guo, 2006).  
 
The demand for exceptional health leadership is high and on the increase especially in 
developing and underdeveloped countries and as a result “interest in healthcare management 
core competencies has increased” (Shewchuk, et al., 2005: 32). Healthcare management faces 
unique challenges and demands, and managers are expected to integrate modern business 
management practices with clinical and healthcare knowledge (Pillay, 2008b). Furthermore, 
managers cannot work in isolation anymore and as such have to take into account the world 
view of doing things. According to Fine (2002) management capabilities are essential 
components of an efficient healthcare system. Healthcare managers are central to overcome the 
challenges facing health delivery in South Africa; however, there has been very little formal 
evaluation of the competencies of hospital managers, as well as their needs for future training 
in South Africa (Pillay, 2008b). Jooste (2009) proposed that a paradigm shift is needed and 
leaders must develop a capacity that goes beyond gaining leadership skills. Wells and Hejna 
(2009) identified five essentials for fostering strong leadership: (1) Identification of key leader 
competencies, (2) effective job design, (3) leadership recruitment, development and retention 
(4) leadership training at all levels and (5) on-going assessment and performance management. 
 
Fulmer (1992) agrees that the aforementioned functions will always apply to management and 
believes that new and different ways of thinking, acquisition of new business skills together 
with the development of different leadership and communication behaviours is needed to 
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function more effectively in new environments. Healthcare managers perform a variety of tasks 
and in order for them to perform; they effectively require the possession of specific 
competencies to achieve the desired outcomes (Wallick, 2002). There is a common perception 
that private health is more qualified than the public health sector. Schaay, Heywood and 
Lehmann (1998); Pillay, (2008b) and Rispel and Moolman, (2010) indicated that a lack of 
management capacity exists in the public sector that hinders successful implementation of 
policies and laws that is fundamental to improve current health systems functioning. In 
addition, the public health sector is experiencing extreme shortages of competent managers 
which retards the quest to improve overall healthcare service delivery (Rispel & Moolman, 
2010). To address efficiency, effectiveness and responsiveness in the delivery of health services 
both public and private sector managers must be equipped with the required skills for 
sustainability (Pillay, 2008b). Based on the challenges that face the health sector the focus of 
competency based education for health care managers has become critical (Sims, 2007). It is 
therefore important that new strategies be explored to mitigate future uncertainties. 
 
 
1.10    Research problem 
 
There is a common perception that quality care and services within the health sector is 
inadequate and that disparities and inequalities still exist.  A drastic improvement in service 
delivery has become ever increasingly apparent. The need for new leadership has grown 
globally and it is important to improve current performance to sustain the health sector. 
Citizens have become more health conscious and demand quality health care which exerts 
further pressure on an already under resourced health sector.  Issues such as HIV/ AIDS, 
associated and non-communicable diseases and population growth are on the increase which 
contribute to the current state of the health sector. Additional factors such as the brain drain of 
health professionals, levels and shortages of critical skills and high vacancy rates exacerbate the 
performance of the health sector. The health sector is highly unpredictable and brought along 
radical changes that requires practical and unconventional thinking from leadership to affect 
and manage changes within their environment. The capacity of hospital managers has been 
identified as an essential element to overcome its burdens; however, the lack thereof is of great 
concern mainly due to the complexities facing them.  
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 In view of the above statement the research aim is to identify and determine a comprehensive 
set of managerial competencies for health leadership in South Africa that will enable leaders to 
successfully lead the health sector beyond the 21
st
 century. This research also aims to make a 
contribution to develop effective human resource management strategies in the health care 
sector and to help in conceptualization, design and delivery of appropriate programs aimed at 
enhancing management capacity in the health sector in South Africa. 
 
The research design which was selected to answer the question or problem formulated 
comprised of a survey. It includes questionnaires as a method of data collection. In light of the 
above, the research pivots around the axial point to ascertain whether the managerial 
competencies identified by the NCHL are relevant to the health sectors in South Africa. 
 
  1.11  Purpose of the study 
 
 The purpose of the research is threefold. In this context the study is undertaken to identify a set 
of leadership competencies that health care leaders should acquire, develop and sustain to deal 
effectively and efficiently with complex challenges and to achieve organisational success. 
Furthermore it further determines the degree to which managers perceive its importance and to 
establish a competency framework for management development. This will be based on the key 
competencies advocated by the National Center for Health Leadership, a model for the South 
African health sector. The study also aims to validate the National Center for Healthcare 
leadership competency model with the view to establish core competencies for health leaders in 
South Africa. It further aims to make a contribution to develop an effective competency model 
in healthcare to aid leadership and human resource management with effective strategy in 
developing the workforce. 
 
1.12  Objectives of the study 
 
The objective of the research is to determine the leadership competencies that health leaders 
should acquire, develop and sustain that would result in their organisations being competitive 
and successful. To provide and recommend a competency framework for the South African 
health sector that would improve and sustain quality service delivery. 
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 To determine whether the NCHL Model is applicable in health leadership education in 
South Africa as its relevance has not previously been explored. 
 To create an awareness of the strengths and limitations of competency models and their 
effectiveness in transforming the Human Resources role and function. 
 To propose recommendations on the perceived competencies which contribute the most 
towards successful performance of health leaders in South Africa. 
 
1.13  Hypotheses  
 
According to Sarantakos (2005:147), a hypothesis can be defined as a “tentative explanation of 
the research problem, a possible outcome of the research, or an educated guess about that 
outcome”. Furthermore, it serves as a guide, offers directions and facilitates the statistical 
analyses that will be utilised to test the hypotheses. 
 
H1. There is a statistically significant difference in the competencies evaluated as important in 
the public and private health sectors based on the NCHL competency model. 
 
H2
:
  The 26 competencies significantly explain the variance in competencies in the NCHL 
competency model for the public health sector. 
 
H3: The 26 competencies significantly explain the variance in competencies in the NCHL 
competency model for the private health sector. 
 
1.14 Meaning of concepts and terms 
 
For the purposes of this research the following operational definitions are offered for key terms 
associated with competencies. 
 
A competency can be defined as “ An underlying characteristic of an employee (i.e., motive, 
trait, skill, aspects of one’s self image, social role, or body of knowledge) which results in 
effective and/ or superior performance in a job” (Boyatzis, 1982:21). 
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Leadership competency model 
Lucia and Lepsinger (1999:13) describe a competency model as a “descriptive tool that 
identifies the knowledge, skills, abilities and behaviour needed to perform effectively in an 
organisation”. 
 
Managerial competencies 
 
According to Parry (1998: 60) managerial competencies are sets of “knowledge, skills, attitudes 
that affect a major part of one’s job, correlate with performance on the job, can be measured 
against well accepted standards and can be improved by training and development”. 
 
Health management 
 
Hunter and Brown (2007:1) define health management as the “activity around the development 
and implementation of policy and the organisation of services aimed at improving health and 
the focus is on delivery and affecting changes in organisations concerned with improving 
population health”. 
 
Healthcare management 
 
For Thompson, Buchbinder and Shanks (2012:2) healthcare management is the “profession that 
provides leadership and direction to organisations that deliver personal health services to 
divisions, departments, units or services within that organisation”.  
 
1.15 Structure of the research project 
 
As indicated above, Chapter 1 introduced the aim, objectives, background and rationale of the 
study. 
 
Chapter 2 reviews the relevant literature in the study. It begins with presenting the literature 
search methodology followed by key literature that underpins this research. The literature 
review is in two main categories; theoretical framework and conceptual framework in 
management and leadership and management and competency frameworks in healthcare. The 
chapter concludes with a summary of the literature and its implications in the study. 
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Chapter 3 details the research methodology. It presents the methodology followed in terms of 
quantitative survey research. This chapter also presents ethical considerations and problems 
encountered in this study. 
 
Chapter 4 presents survey data results from the study. It outlines the statistical tests applied to 
the data of the biographic questions in the questionnaires and secondly the results exploring the 
opinions of senior health managers pertaining to the National Center for Health Leadership 
competency framework (2006). The chapter concludes with a summary of the key themes 
arising from the data. 
 
Chapter 5 presents the conclusions of the study. In addition, it highlights the methodological 
issues encountered in the study, the research implications and directions and recommendations 
for future research.  
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Chapter 2:  Literature review 
 
 
2.1   Introduction 
 
This review focuses predominantly on international literature of managerial competencies and 
competency modeling in health management, with no distinction being drawn between the 
private and public health sectors. The literature review is organised and approached 
thematically to cover a number of areas that surround the focus of this research study. There is 
a paucity of literature available about the competencies required for health leadership in South 
Africa and developing countries. Research into competencies has resulted in a variety of 
conclusions and research appears equivocal that there is a need to find a framework for 
effective and efficient leadership. The theoretical framework includes a review of 
competencies, managerial competencies in management and healthcare management. It further 
reviews literature on management competency models in healthcare and documents 
characteristics of competency frameworks and evaluates leadership competency models. A 
brief review on leadership is documented and the theoretical framework underlying the study is 
presented. The National Centre for Health Leadership Competency Model (2006) will be used 
for this study.  
 
The term ‘competence’ (competences plural) and ‘competency’ (competencies plural) has been 
the basis of discussion for several decades. Literature suggests that there is a plethora of 
definitions of the concepts mentioned with definitions dependent on how the concepts are used. 
Some authors define the term ‘competency’ in terms of an underlying personal characteristic 
associated with superior performance (McClelland, 1973; Boyatzis, 1982; Spencer & Spencer, 
1993; Parry, 1998; Hoffman, 1999; Moore, Cheng & Dainty, 2002; Teodorescu, 2006; 
Winterton, 2009). For others the term competency refers to a person’s behaviour that underpins 
competent performance (Woodruffe, 1991; Guo, 2003). Competence on the other hand is seen 
as a skill or standard and what a person needs to know to competently complete a task (Rowe, 
1995; Hoffman, 1999; Van der Klink & Boon, 2002; Mansfield, 2004). 
 
The complexity and terminological confusion of the terms ‘competency’ and ‘competence’ 
necessitates an exploration of the historical roots of the concepts. Following is a chronological 
account of the concepts ‘competence and competency’ 
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2.2   Exploring the history of the concepts competence and competency 
 
Historically, the term ‘competence’ emerged as a concept by White (1959) who describes 
personality characteristics associated with high performance and high motivation. This concept 
was further developed by McClelland (1976) who argued that the traditional didactic approach 
to learning in academia is not adequate in predicting whether one will be successful in the 
workplace. He proposed that behavioural competencies, rather than intelligence should be 
adopted as an approach to differentiate successful workers from less successful colleagues.  
Competence based learning and instruction emerged as an important medium in management 
education and training in various sectors of the economy. The true roots of competency based 
education and training extend as far back as the 1920s, with the work of  Taylor, the ‘ Father of 
Scientific Management,’ who specialised and emphasized the importance of work flow and 
task analysis (Calhoun et al. 2002). It gained prominence amongst academics and emerged in 
the medical profession during the 1970’s (Carraccio, Wolfsthal, Englander, Ferentz & Martin, 
2002).  This signified the start to move away from the traditional structured model which was 
based on acquiring knowledge based on a curriculum and testing of one’s understanding was 
done by writing examinations. It was further advanced during the 80’s with the outcomes based 
movement which was driven by government through legislation (Calhoun et al. 2002). 
 
 The period 1970’s and 1980’s was dominated by the education for development discourse, 
where international companies prioritised the notion of strategic management development as a 
means to economic growth and competitive success (Horton, 2000). It was during this period 
that many organisations developed and redesigned their educational strategies, focusing on 
competency based systems for achieving organisational success (Robotham & Jubb, 1996). 
Carraccio et al. (2002) assert that this period resulted not only in an increase of competency 
development in the management disciplines but also in the medical domains. The need to 
integrate the competency concept into the organisational strategy became more apparent during 
the 1980’s in various sectors of the economy (Carraccio et al. 2002). They further pointed to 
the fact that the cultural climate in the 1970’s caused significant fragmentation of educational 
curricula, which forced professional organisations to search for alternative ways to educate its 
leaders (Carraccio et al. 2002). 
 
 The onslaught of globalization during the 1990’s altered the way in which business was 
conducted. With increased competition and technological explosion, firms had to adapt rapidly 
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in finding solutions to deal with these sudden challenges (Hagan, 1996).  Competency based 
studies generally focused on the practical description and evaluation of the concept competence 
(Albanese, Mejicano, Mullan, Kokotailo & Gruppen, 2008). According to Calhoun et al. 
(2002), interest in the use of competency grew and a sudden increase in competency models 
started to emerge. This could be attributed to the fact that competencies were approved for 
certification and accredited in the medical profession during 1999 (Albanese et al. 2008). In the 
beginning of 2000, almost 75% of companies were using competency modeling as a framework 
for leadership development (Conger & Ready, 2004). 
 
For the purpose of this project and borrowing from Boyatzis (1982), competency is understood 
to mean a capability or ability and the underlying intent that leads to superior performance as it 
encapsulates both the physical (actual performance) and conceptual (distinguishing 
characteristic) constructs. The relationship between competency and performance will not be 
explored in this project. Furthermore, the study will not be based on the results or consequences 
of these behaviours. In the next section the focus is on the conceptualization of the concept 
competency to gain a broader understanding of the concept managerial competence. 
 
2.3  Approaches to competencies 
2.3.1 US ‘input/ behavioural’ approach 
 
In her seminal work on the origins on competency management, Horton (2000) states that the 
competency movements in both the United States of America (USA) and the United Kingdom 
(UK) emerged in response to global competition, rapid changes in technology, negative profit 
growth and the quest for improved performance during the 1980’s. McClelland (1976) 
introduced the behavioural focus or input-oriented approach which is based on the underlying 
characteristics of the individual that must be employed for successful and superior 
performance. He described this underlying characteristic of superior performance as 
competency. Thus, a competency can be described as an underlying characteristic of a person 
which results in effective action and/ or superior performance of a job (Moore et al. 2002). An 
essential component of this approach is the personal qualities and capabilities that a person 
must have and demonstrate in order to perform successfully (Moore et al. 2002). In other words 
the US model focuses on individual managers’ characteristics and their links to the context of 
performance (Stuart & Lindsay, 1997). 
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Rowe (1995) states that ‘competence’ refers to meaning expressed as standards and 
competency refers to the meaning expressed as behaviour. In other words, competence refers to 
the ‘what’ people can do and competency refers to the ‘how’ they do it. Furthermore, Horton, 
(2000) asserts that the US approach focuses on inputs, abilities, aptitudes and talents that a 
person brings to a job. This will enable them to perform satisfactorily or exceptionally in a 
work setting. In this instance, the emphasis is on potential rather than demonstrated proficiency. 
Stuart and Lindsay (1997) however, are of the opinion that this approach fails to adequately 
define managerial competence in terms of the context of the organisation, its culture, its 
marketplace and its business environment. This view is supported by Cheng, Dainty and 
Moore, (2003) who argue that each approach is incomplete and that it does not provide a 
comprehensive framework for understanding both managerial competence and the management 
of performance. The competency perspective is essentially focused on the identification of 
behavioural characteristics that underlie superior performance and has been portrayed by many 
as the ‘American approach’ to designing instruction and development (Moore et al. 2002). 
 
2.3.2   UK ‘output/ standards’ approach 
 
In contrast to the American approach, the UK government developed a competency based 
approach in the 1980’s to vocational education and training with the view of establishing a 
system of work based qualification (Winterton, 2005). As management was viewed as a critical 
resource to improve performance, development of managers received priority and the 
Management Charter Initiative (MCI) was launched to improve the quality of education and 
training to raise the status of management as a profession (Ireri, 2010). Mitchell and Boak 
(2009: 702) define competence as “the ability to perform the activities within an occupational 
area to the levels of performance expected within employment”. This approach primarily 
focuses on the outcomes that are expected from a job when it has been adequately performed. 
They further viewed competence as a set of performances which focuses on the minimum 
standards required to competently complete a set task (Moore et al. 2002).  The standards of 
competence are normally specified and determined by business and industry who will decide 
whether an employee is competent or not competent (Van Der Klink & Boon, 2002). 
 
 According to Horton (2000) the UK adopted the term competence and competences to indicate 
the range of standards linked to occupational performance. She describes occupational 
competence as the ability to perform activities in the jobs within an occupation, to the standards 
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expected in employment. Horton, (2000); Moore et al. (2002)  and Le Deist and Winterton, 
(2005) state that the UK approach focused on functional competence (training) and the ability 
to demonstrate  performance (assessment) to the standards required of employment in  a work 
context. In other words, the competence based approach adopted in the UK is concerned with 
the practical demonstration of skills, knowledge and understanding in a work setting, and 
therefore, relates to job performance (Mitchell & Boak, 2009). Adding to the terminological 
confusion is the way the term competence is applied in the UK (Mansfield, 2004). Mansfield 
(2004) argues that the term competence is used in five different ways: (1) Competent as in 
competent person, (2) Competence–the state of being competent, (3) Competences–a task 
which someone performs (US usage), (4) Competencies–an underlying characteristic, and (5) 
Competencies which describe an element of competence. 
 
According to Horton (2000) the fundamental difference between the approaches was the search 
for excellence versus the systematic identification of the skills needed to perform a role, which 
can be assessed and observed and therefore trained and developed. Moore et al. (2002) argue 
that the UK approach is insufficient to respond to the changing environment with regard to 
assessment and developing the workforce. There is a tendency to perceive competence as a 
generally accepted standard within a profession. Stuart and Lindsay (1997) suggest that the two 
approaches are complimentary as each model is incomplete and requires a comprehensive 
framework for understanding and working with managerial competence. This is reiterated by 
Cheng et al. (2003) who suggest that combining the two approaches is the most appropriate 
way forward as the one cannot be without the other. Mitchell and Boak (2009) affirm this view 
that competency in the American sense compliments competence as used in UK context of 
occupational standards. To further support this argument, Stuart and Lindsay (1997) state that 
combining the two approaches will result in a comprehensive model of managerial 
effectiveness. As far as Cheng et al. (2003) are concerned, both approaches have a role to play 
and contribute significantly to the future development of human resource management 
activities. 
 
The US (input) approach is essentially focused on identifying the behavioural characteristics 
that underlie superior performance and to demonstrate competent performance, therefore this 
approach will be chosen as the basis for the study.  
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2.4 Competency debates 
 
In this section, an analysis of the concept competency is presented. As mentioned earlier, the 
term is beset with confusion, and ambiguity of the concept still exists. In his study of 
managerial effectiveness, Boyatzis (1982: 1) declares that it is the “competence of managers 
that determines, in large part the return that organisations realise from their human capital, or 
human resources”. Boyatzis (1982: 21) further concludes that a competency is “an underlying 
characteristic of an individual that is causally related to effective or superior performance in a 
job which includes ‘motive, trait, skill, aspect of one’s self image or social role, or a body of 
knowledge which one uses”. In this view, the focus is primarily on the individual and suggests 
that various components exist that will differentiate successful from less successful performers. 
Subsequent research brought new and different definitions that define the term competency. 
 
According to Hooghiemstra (1992: 28) competencies are the “motives, traits, self-concepts, 
attitudes or values, content knowledge, or cognitive or behavioral skills and any individual 
characteristic that can be measured or counted reliably and that can be shown to differentiate 
significantly between superior and average performers, or between effective and ineffective 
performers”. He incorporated values in his definition by describing it as a set of expectations 
and beliefs that are inherent and that one brings to a job for successful performance. This 
expanded definition suggests that a competency encompasses an inventory of personality traits 
and includes deeply held values that could result in an endless list that describes the essence of 
competence (Parry, 1998).  
 
In an attempt to bring greater clarity, Parry (1998: 60) argued that competency can be seen as a 
“cluster of related knowledge, attitudes and skills that affect a major part of one’s job (one or 
more key roles or responsibility) correlates with performance on the job; that can be measured 
against well- accepted standards; and can be improved by training and development”. At the 
same time he endeavoured to remove some of the fuzziness surrounding the concept by 
identifying certain characteristics, traits and skills that might be useful to human resource 
professionals in the workplace. In providing greater conceptual clarity, Mirabile (1997) 
describes knowledge as referring to the body of information to perform the job;  skills refer to 
the ability to demonstrate a particular talent; ability refers to talent such as conceptual thinking; 
traits refers to a person’s physical quality and behavioural attributes are the observable 
demonstration of competencies.  
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Boyatzis (1982: 23) found that competencies can be classified into two categories in terms of 
levels, namely “threshold competencies (refers to basic or generic competencies)” which 
includes “experience, expertise and knowledge” and are applicable to most managerial roles 
whereas outstanding (or high performance competencies) which includes ‘cognitive, emotional 
and social intelligence’ are organisation specific. He further states that these competencies also 
differentiate between superior, average and poor performers.  
 
Building on the work of Boyatzis (1982), Spencer and Spencer (1993) assert that individual 
competence encompasses two approaches that they believe frequently account for superior 
performance. They identified ‘hard’ competencies (primarily cognitive, such as analytical and 
conceptual thinking) and ‘soft’ competencies (primarily effective and behavioural such as 
relationship building and self control). They further pointed out that the hard competencies can 
be observed directly and soft competencies are more difficult to assess as it is openly displayed.  
The degree whether competencies are generic or distinctive to a particular function/role or are 
organisation specific remains debatable. 
 
Powers (1983) claims that competencies labeled ‘generic’ apply to an entire class of managers 
across organisations and positions. On the other hand Parry (1998) disagrees and argues that 
core (generic) competencies apply to most managers irrespective of their function, role or the 
type of organisation they work in. He further believes that the generic perspective maintains 
that a relatively small number of competencies apply to every managerial position.  
 
Further to this, Raelin and Cooledge (1995) claim that the generic competencies approach is 
imperfect as it is not a determinant for future managerial success. They proposed that organic 
(high performance) competencies be embraced if one wishes to be successful in today’s volatile 
environment. This is reiterated by Brownell (2006) when she points out those generic 
competencies are insufficient and that a fundamental shift towards distinctive competencies 
must happen to prepare global leaders. This suggests that possessing a limited number of 
competencies would not predict necessary success in the workplace. The competency approach 
has been criticised as being overly reductionist, fragmented, generic and that it focuses 
primarily on current or past performance instead of future requirements (Bolden & Gosling, 
2006). Hoffman’s (1999: 276) typology of competencies revealed three main positions in 
identifying the concept competencies: (1) as an observable performance, (2) the standard or 
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quality of the outcome of the person’s performance, and (3) the underlying attributes of a 
person. He further notes that the terms competence and competency have several meanings, 
resulting in the confusion based on its application. Competency or competence can thus be 
generally understood as being competent in a work role or function that is dependent on the 
person’s ability, knowledge and behaviour which will contribute to perform exceptionally.   
  
2.5    Competency models in healthcare 
 
According to Fine (2002) there are several reasons why organisations establish healthcare 
management competencies. Healthcare organisations are under severe economic pressures that 
require increased efficiency and improved clinical outcomes and at the same time they have to 
compete against other industries for senior management talent. He further argues that higher 
education institutions curricula do not adequately prepare students for their roles in the 
workplace (Fine, 2002). The aim of competency research is to transform healthcare 
management performance and to improve educational practices for the future (Shewchuk et al., 
2005). There appears to be a scarcity of competency models in healthcare in both developing 
and underdeveloped nations. Healthcare is synonymous with uncertainties and complexities. Its 
burdens are remaining widespread and skills, competencies and knowledge are continuously 
being challenged. It is more difficult to lead as the demands from patients are greater than ever 
and require leaders with enhanced and sophisticated capabilities (Stefl, 2008).  
 
Leaders across professions, especially healthcare, called for review and reform of the 
traditional course based curricula to a competency based educational approach that focuses on 
observable behaviours, abilities, skills and characteristics associated with managerial 
effectiveness (Calhoun et al. 2002). Frequent and unprecedented changes in the health sector 
compelled its leaders to rethink their strategies. In an attempt to address the concerns, various 
health organisations have been developing health management education competency models 
(see Table 2.1) with the purpose of identifying core leadership competencies needed for future 
success and sustainability (Stefl, 2008).  
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Table 2.1: Health Administration and Management Education Competency Models 
Sources Population/Focus How  model  was 
developed 
Structure 
Robbins, Bradley and Spicer 
(2001) 
Early careerists who 
aspire senior leadership 
roles 
Open ended interviews 
and review of relevant 
literature 
52 competencies with 4 
domains 
Ross, Wenzel, and Mitlying 
(2002) 
Health students at all 
levels 
Review of prior models 24 competencies in 4 
clusters 
American College of 
Medical Practice Executives 
(2003) 
Medical management 
professionals 
Subject matter expert 
panel 
5 competency clusters 
Association of University 
Programs in Health 
administration  (2004) 
Graduate health students Review of related 
competency models 
35 competencies in 3 
clusters 
Garman, Tyler and Darnall  
(2004) 
Early, mid and senior 
level administrators 
Content validation with 
subject matter experts 
26 competencies in 7 
clusters 
Health Leadership Alliance 
(2005) 
General health 
administrators at all 
levels 
Collaboration of six major 
health professional 
associations 
300 competencies in 5 
clusters 
Dye and Garman  (2006) Senior level executives Experiences of 
 senior executives 
16 competencies in 4 
clusters 
Saint Louis University 
Competency Model  (2006) 
Entry level careers in 
health management and 
curricula development 
Delphi process of outside 
experts and faculty 
60 Behavioural 
competencies across 6 
domains 
Association of Schools of 
Public Health  (2006)    
Curriculum 
development, 
accreditation and 
professional 
credentialing 
Member representatives 
of the Schools of Public 
Health 
55 Discipline specific  
competencies and 10 
health specific 
management 
competencies 
NHS and Academy of  
Medical Royal Colleges 
(2008) 
Three career stages of 
medical students and 
doctors 
Review of the literature 
and key analysis of 
existing medical curricula 
5 competency domain 
with 4 competency 
outcomes each 
Source: Adapted from Robbins, Bradley and Spicer, 2001; Garman and Johnson, 2006; Saint Louis University, 
2006 and Clark, Spurgeon and Hamilton, 2008. 
  
 
The diverse range of leadership competency frameworks can be confusing. It appears that there 
is an overlap of competencies identified within these frameworks indicating the importance of 
the competencies that repeat themselves as a basis for leadership performance. This surge of 
frameworks appear to be driven by the concept that leadership is central to improving 
performance in an organisation, redesigning services and securing better delivery (Ireri, 2010). 
They further vary in the number of competencies identified. The major underlying reason for 
developing these frameworks could be that health institutions have identified that leadership 
development and successful performance are interdependent.  
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2.6    The South African context  
 
The system of education in South Africa was very fragmented and distribution of resources 
such as schools, teachers, finance and other infrastructural requirements were unevenly 
distributed according to race and province prior to democracy. Transformation was inevitable 
as the didactic approaches to learning and skilling the nation were inadequate since the 
economy was feeling the impacts and pressures of globalisation and rapid technological 
changes. In response to these challenges, the Government adopted Curriculum 2005, a new 
instructional model based on the outcomes based education principles in 1997 (Hofmeyr, 
2010). Unfortunately, the system did not meet the performance criteria as anticipated and many 
viewed it as a failure. Firms realised that they require a new instructional platform as the 
current system of educating the workforce was inadequate to effectively compete with other 
countries and industries. This urgency resulted in SA companies and healthcare to shift their 
focus to competency as a learning and instruction medium for superior skills. This also 
significantly shaped the way leaders think and firms heavily invested in competency 
management as a driver of superior performance for sustainability and competitive advantage. 
The lack of managerial skills within health institutions has been identified as one of the 
contributors of poor health systems functioning (The Lancet, 2009). 
 
 In finding a framework for sustainable development within the private and public health 
sectors, Pillay, (2008a) argues that there is an underlying assumption that a potential gap in 
management capacity exists between the private and public health sectors.  In closing this gap 
Pillay (2008a) states that leadership must acknowledge that a gap does exist and that 
competency training will be a key factor in closing this gap. The term ‘capacity’ refers to the 
level of training, education, competencies and abilities of a healthcare professional to lead in 
unknown, difficult situations where reliable information and properly considered strategies are 
not readily available (Jooste, 2009). Moreover, the capacity of health leaders is not always at 
the level that is required for successfully managed health institutions. In addition the capacity 
of management is a fundamental element of organisational performance of an efficient 
healthcare system (Fine, 2002). 
 
 According to Kebede, Abede, Wolde, Bekele, Mantopoulos and Bradley (2010) there are 3 
reasons why management capacity is important to improve health system functioning: (1) the 
complex nature of hospitals requires effective coordination of resources; (2) health expenditure 
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accounts for more than half on actual budget and lastly that hospitals play a major role in the 
accessibility to the treatment of serious diseases. Healthcare managers are central to overcome 
the challenges facing health delivery in South Africa however; there has been very little formal 
evaluation of the competencies of hospital managers, as well as their needs for future training 
in South Africa (Pillay, 2008a). There is a severe lack of competency frameworks and the need 
for future training in South Africa. Pillay (2008a) has been among those educators at the 
forefront of competency-based approaches to leadership development in healthcare in South 
Africa. In his research looking at managerial competencies for hospital management, Pillay 
(2008b) identified 43 competencies for effective performance. In this study both sectors stated 
that they are most competent in ‘planning’ skills. Both sectors admitted that they are the least 
competent in ‘legal/ethical skills’ and ‘specific healthcare skills’. In addition, both sectors 
believe that they are highly skilled and competent in the following competencies ‘self 
management’, ‘leading’ and ‘organising’. 
 
 In another study conducted by Pillay (2008a) 39 managerial competencies were identified 
which are important for health leaders in hospital management. He concluded that 
competencies related to ‘people management’, ‘self management’ and ‘task related skills’  were 
rated the highest in both sectors  for an effective and efficient healthcare system followed by 
‘strategic planning’ and ‘health delivery skills’, respectively. Zechner (2008) concluded in her 
study of Nurse Managers comprising of 51 competencies that ‘self management’ followed by 
‘planning’ and ‘leading’ was the most important competencies needed by nurse managers in 
South Africa. In replicating the study, Pillay (2009) found that ‘self management’, ‘leading’ 
and ‘planning’ are the most important competencies perceived by nurse management. There 
seems to an overlap between the sectors as to what they perceive as being important for optimal 
hospital management. The low value placed on specific health related skills is concerning, as it 
could be a contributor for not achieving successful health outcomes.  
 
2.7  Conceptual framework for leadership in healthcare: NCHL model 
 
The model is based on the definition of competency as those ‘behavioural and technical 
characteristics that discriminate outstanding leadership performance from typical performance 
across health professions’ (Calhoun et al, 2008). Competency-based management is growing in 
importance as an approach to managing public organisations (Horton, 2000) and interest in 
various areas of education, training and professional development are becoming acceptable on 
 
 
 
 
33 
 
a wider sphere (Lucia & Lepsinger, 1999). However, it appears that there is still no agreement 
on what specific competencies are required for senior managers (Horton, 2000). The expressed 
intent for developing frameworks of competence is usually to help individuals / and or 
oganisations improve their performance (Boyatzis, 1982; Rothwell & Lindholm, 1999, Conger 
& Ready, 2004). It further enables organisations to identify skills and behaviours which result 
in superior performance (Brophy & Kiely, 2002). 
 
2.7.1 Advantages of competency models 
 
 Competency models have been helpful to both individuals and organisations in developing 
leadership skills (Hollenbeck, McCall & Silzer, 2006). Hollenbeck et al. (2006) further suggest 
that organisations see the benefits of competency based educational systems and therefore are 
likely to see it as being positive rather than negative. However, the benefits derived from 
competence frameworks are largely dependent on the quality of the framework and the 
effectiveness with which it is implemented (Mitchell & Boak, 2009). Therefore, it is important 
that the framework is accurate and articulates the actual competencies required for effective 
performance and at the same time ensures that it is understandable for the purpose for which it 
is intended (Mitchell & Boak, 2009). In addition, competency modeling is viewed as a central 
point for improving all aspects of human resource activities and can be integrated in the overall 
strategy of a firm (Marrelli, Tondora & Hoge, 2005). 
 
Lucia and Lepsinger (1999:5) describe a competency model as a “descriptive tool that 
identifies the skills, knowledge, personal characteristics, and behaviours needed to effectively 
perform a role in the organisation and help the business meet its strategic objectives”. It 
provides direction for training and development opportunities and ensures that they are the ones 
essential to the success of the organisation (Lucia & Lepsinger, 1999). Calhoun et al. (2002) 
and Stefl (2008) are of the opinion that the competency framework could provide health 
leadership with essential competencies needed that would increase their level of effectiveness 
and performance. Further to this, interests in the potential benefits and value that can be drawn 
from competency modeling are increasing as it can be a vehicle to facilitate development and 
education (Calhoun et al. 2002). A competency model provides human resource practitioners 
with a framework of pre set generic competencies that are necessary for various jobs within an 
organisation.  
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Antonacopoulou and Fitzgerald (1996) hold the view that a wide accepted inventory of 
competencies must be created to make the fulfillment of management development needs easier 
especially in large organisations with large number of employees. This is particularly important 
for human resource managers in identifying critical needs for organisational effectiveness and 
providing people with the necessary skills, increase confidence, increase performance which 
will lead to results (Intagliata, Ulrich & Smallwood, 2000). In addition, it can be linked to 
overall strategy and can be utilised to train, educate, for succession planning, selection, 
appraisal, rewarding and facilitating development of the workforce to address business needs 
(Lucia & Lepsinger, 1999; Calhoun et al. 2002; Conger & Ready, 2004; Caldwell, 2008). 
Several researchers (Calhoun et al. 2004, Elmuti, Minnis & Ebebe, 2005 and Brownell, 2006), 
have argued that conventional practices are insufficient to develop managers adequately. 
Increasing attention and new strategies are being considered by health institutions in finding 
holistic training initiatives for effective organisational skills and behaviours (Longenecker, 
2001; Taylor, 2008 and Amagoh, 2009). Furthermore, Taylor (2008) asserts that universities, 
business schools and healthcare institutions are becoming increasingly interested in better 
understanding the specific leadership needs of physicians and in training physician leaders. By 
training healthcare professionals competently in medical leadership, it can eliminate any 
inefficiency within hospitals (Dowton, 2004). 
 
2.7.2     Disadvantages of competency models 
 
Conger and Ready (2004) purport that competency modeling is not without its criticism, 
particularly in view of its present focus as opposed to future focus. Mirabile (1997) sees 
competency models as a futile exercise if there is no coherent and systematic implementation 
strategy to leverage the information being offered by it and Mangham (1990) rejects the 
competency-based approach altogether which assumes that managerial skills are of a general 
nature. Furthermore, Stuart and Lindsay (1997) maintain that each model is incomplete and 
therefore lacking as a comprehensive framework for understanding and working with 
managerial competence. Rothwell and Lindholm (1999) cautioned against competency models 
becoming obsolete once the organisation that developed it are being confronted with new 
external environmental challenges. It is important to create a sustainable, futuristic model for 
leadership development that is integrated with the organisation’s culture, mission and vision. 
There seems to be an implicit need to provide a framework that can facilitate further 
development. Competency models can be an intervention that can be strategically directed, 
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maximizing potential and creating a positive learning behaviour resulting in new thinking to 
emerge. Rapid changes and developments experienced in local and international environments 
have compelled leaders to seek alternative ways to sustain the health sector and as such a 
number of competency frameworks came to the fore during the last decades (Shewchuk et al. 
2005). 
 
2.8   Leadership in health 
 
Early studies of leadership resulted in numerous leadership approaches, styles, types and 
theories which were directed at identifying the most suitable influencing factors that can be 
applied for successful and not so successful performance (Rosenbach & Taylor, 1993).  
Although there is an abundance of literature on the topic, leadership and has been widely 
discussed, however; defining it appears to be difficult (Kotter, 2001). According to Bennis, 
(2002:1) leadership is a “complex process by which a person influences others to accomplish a 
mission”. Northouse (2013) states that leadership has four themes that became apparent 
throughout the literature: (1) that leadership is a process, (2) it involves influencing others, (3) 
it relates to goal attainment and 4) that it occurs within the context of groups and it is 
synonymous with performance and authority.  Kotter, 2001; Bennis, 2009 and Daft, 2010), 
purport that there are distinct differences, yet complementary in terms of role and functions of 
managers and leaders. Gomez-Meija, Balkin & Cardy, 2008; Lunenberg, 2011 and Lussier, 
2011), state that not all managers are leaders and not all leaders are managers and that the roles 
in terms of execution are evolving. According to Northouse (2013) there are many similarities 
that describe leaders and managers and many of the functions that management performs are 
consistent with those of leaders. In support of this argument Yukl (2006) agrees that leaders 
and managers have distinct features and that there are a substantial amount of common qualities 
between leaders and managers. Zalesnik (1992) argues that individuals as leader and manager 
are unique and different and those leaders possess high order emotional characteristics which 
actively change the way people think. A combination of both leaders and managers is required 
for successful performance of organisations as Kotterman (2006) emphasizes that a few great 
leaders and several first class managers are needed. Since the roles and functions are not 
mutually exclusive and the same individual performs both functions at times, the terms 
management and leadership are used interchangeably in this study (Gomez-Meija et al. 2008). 
By utilising and applying activities such as controlling, organising and leading managers ensure 
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that organisational goals are achieved while leaders effect changes, direct, inspire, enable and 
influence others to attain success (Guo, 2003; Daft, 2010; Lussier, 2011). 
 
 According to Henochowicz and Hetherington (2006), an effective leader is someone who has 
mastered certain essential core competencies and displays a high degree of emotional 
intelligence to accomplish change goals. Emotional intelligence has become the new term in 
competency research and can be described as those essential competencies that distinguish 
effective from less effective leaders (Goleman, 1998). He further argues that executives use 
85% of their competencies in the emotional intelligence domain and that the level of one’s 
position determines the importance of the performance on the competencies (Goleman, 1998).  
There will always be a demand for skilled and expert leaders in any field. As this demand 
increases and the availability of qualified leaders’ decreases, it could have serious implications 
for businesses in general (Elmuti et al. 2005). According to Smit and Cronje (2002), the 
performance of any organisation is directly related to the quality of its leadership. Leadership is 
seen as a critical resource that will enable firms to increase its capabilities and improve 
organisational performance (Luoma, 2005; Salaman, Storey & Billsberry, 2005; Sims, 2007). 
 
Due to the challenges being experienced by healthcare institutions and the complexities facing 
them, leadership with special capabilities and characteristics is needed for successful outcomes. 
However, more attention is given to clinical education and developing leaders in managerial 
and leadership training is less important (Ireri, 2010). According to Bennis (2009), there are 
several mandatory managerial skills for effective leadership and these include vision and goal 
setting, interpersonal skills, self-knowledge and technical competence in terms of the specifics 
of a business. Furthermore, Drucker (1986) has identified 5 critical areas of expertise for 
effective management, inter alia time management, effective decision making, setting priorities, 
personal contribution and commitment that can significantly impact performance. 
 
 There is a severe lack of literature that focuses on health leadership in developing and 
underdeveloped countries. The South African health system is undergoing transformation and 
changes, the NHI being one such element which will require experienced leadership or leaders 
with enhanced and superior capabilities to drive, influence and implement strategies and 
policies. Ham (2003) and Mountford and Webb (2009) are of the opinion that in order to 
transform the performance of hospitals and health systems, leadership must come from doctors 
and other clinicians whether or not they occupy formal management roles. This brings many 
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challenges as doctors have to align their clinical skills with strategic skills. Based on a study 
conducted by Pillay (2008a), public hospitals are managed by physicians and the private health 
sector hospitals are largely managed by professional managers. Although clinicians are 
interested in management and some are not, they play an important role in shaping health 
systems delivery. While there appears to be a growing body of evidence which involves the 
engagement of clinicians to improve health system performance (Ham, 2003 & 2008; Dowton, 
2004; Clark, Spurgeon & Hamilton, 2008; Edmonstone, 2011) contends that doctors’ inclusion 
in health leadership is often ignored and their involvement is viewed as a generally accepted 
norm..  
 
Fitzgerald (1994) highlights 3 factors that motivate clinicians to move into management: (1) the 
challenge of the job itself, (2) the nature of the job, and (3) the opportunities in terms of 
influence and direction that presents itself. On the other hand, there are various factors that 
deter clinicians to accept the role of management within the spheres of hospital leadership. 
According to Ireri (2010) some of these issues are; not finding the role challenging and 
interesting, management is not an easy task; decision making is not clear cut, and not being 
compensated enough, uncertainty of position and time pressures and emotional drain. It is well 
documented that health managers are responsible for delivering quality care and perform 
functions at the strategic, service and operational levels within a healthcare setting (Mountford 
& Webb, 2009). Guo (2003) posits the view that managerial roles and functions are more 
pronounced for healthcare managers since the environment they operate in is extremely 
demanding, challenging and complex. The activities that must be executed affect people, the 
quality of patient care, and the overall functioning of the organisation.  
 
 The actions of managers at all levels have a direct affect on the performance and general 
climate of the organisation. To perform successfully at different levels, Taylor (2008) 
concluded that inherent and intrinsic competencies are required and that some competencies 
can be learned and that it can be taught. The skills include knowledge, people skills, emotional 
intelligence and vision and organisational altruism. For Stoller (2008) four factors are deemed 
essential for the development of physician leaders: (1) The complexity of healthcare 
organisations and of the current healthcare climate, (2) physicians disinclination to followership 
and collaboration, (3) the traditional practice of promoting physicians to leadership positions 
based on clinical and/or academic skills and accomplishments rather than on leadership 
competencies, and (4) general inattention to training physicians in leadership competencies. He 
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also suggested that the competencies that characterise effective physician-leadership fall within 
six domains including; technical knowledge, knowledge of healthcare, problem solving skills, 
emotional intelligence, communication and a commitment to lifelong learning (Stoller, 2008). 
Many have argued that competencies are not inherent however it can be developed via training 
and development and qualifications (Raelin & Cooledge, 1995; Robotham & Jubb, 1996; Guo 
& Anderson, 2005; Boyatzis, 2008). Although it appears that competencies can be learnt, the 
process of developing and gaining them will take a fair amount of time (Goleman, 1998).  
 
Health profession education is undergoing a competency revolution, in which curricula, 
standards, and assessment are being reoriented worldwide to frameworks of applied 
professional abilities and away from traditional approaches (Frank, 2007). While it is 
acknowledged that organisations are interested in leadership development, current approaches 
do not encourage entrepreneurship (Guo, 2003). She further argues that the traditional 
leadership role is no longer sufficient to manage healthcare institutions effectively (Guo, 2006) 
and offers a framework of an integrated model of entrepreneurial managers in a healthcare 
setting. She further states that the entrepreneurial managers’ activities are primarily 
opportunistic and includes characteristics such as strong personal drive and character, not being 
risk averse, persistence and highly competitive and highly innovative (Guo, 2006). In addition, 
she argues this model allows entrepreneurial managers to apply entrepreneurial management 
processes that will bring unprecedented organisation success (Guo, 2006). As a key ingredient 
for organisational survival and important for leadership enhancement, she suggests that new 
strategies should include the framework to mitigate challenges in the current environment and 
that the need for entrepreneurship be recognised (Guo, 2009). 
 
2.9   Theoretical framework 
 
The competency based approach provides for an integrated, flexible and responsive education 
and training framework that facilitates lifelong and experiential learning (Knebel, Puttkammer, 
Demes, Deviroirs & Prismy, 2008). Competency based educational systems are important in 
setting future goals for training and development, determining training gaps, design programs 
that align with the external environment and serve as a vehicle for current and future career 
development (Calhoun et al. 2002). Programmes for learning, based on individual needs must 
be suitable to provide leaders with the necessary skills to sustain the health sector. According to 
Collins and Porras (1996) organisations that use competency based systems for their employees 
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are deemed to be visionary or high performance organisations. In their investigation Steward 
and Hamlin (1999) concluded that the competence movement was here to stay as it brings 
unprecedented changes in the way that improvements bring beneficial changes. In addition 
Rothwell and Lindholm (1999) and Intagliata et al. (2000) assert that the competency based 
approach is being accepted on a broader sphere among organisations and that this trend will 
continue.  It can be argued that the competency based approach allows flexibility, ensuring that 
the firm can adapt to changes in the environment and create a competent workforce that is 
varied and diverse. 
 
2.10   Managerial competency  
Healthcare organisations face extreme economic pressures on all fronts that necessitate superior 
clinical performance and increased efficiencies. The capabilities of management and leadership 
are perceived as an essential component to improve current health system performance (Fine, 
2002; Stefl, 2008). In support Brownell (2006) state that in order for managers to perform their 
functions effectively, they require competencies, leadership styles, qualifications and 
experience that must be enhanced continuously. She further argues that the enhanced role of 
managers necessitates the adoption of new managerial competencies (Brownell, 2006).  
 
Managerial competence can be described as the essential knowledge, professional and personal 
skills, abilities, traits and values that individuals should acquire to influence and guide 
managerial behaviour and performance (Dye & Garman, 2006). The identification and 
assessment of competencies is a vital precursor to improve professional development and to 
align individual development with the needs of an organisation or profession (Calhoun et al. 
2004). Prior to the competency movement, literature shows that several studies have been 
conducted and generally focused on managerial roles, theories and styles (Guo, 2003). Table 
2.2 highlights key studies that have been conducted to identify critical competencies needed for 
outstanding performance and success. Fayol (1949) suggests that managerial work consists of 
five distinctive functions such as plan (setting goals and achieving them), organise, command 
(lead and motivate), co-ordinate (coordinating internal activities) and control (ensuring 
direction) and it is practiced actively in today’s business environment. In addition Katz (in 
Staniec, 2011) identified three essential managerial skills for effective leaders that are required 
for executing the functions effectively namely technical, human and conceptual. He further 
distinguishes the skill requirement against the different levels of managers (entry, middle and 
senior).  
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Lower or functional managers rely on a high degree of technical expertise (proficient in 
processes, methods and procedures) to successfully perform their functions. Middle managers 
rely less on technical skills and more on human or interpersonal skills to successfully 
coordinate subordinates to achieve their goals. Conceptual or higher order skills are 
synonymous with senior executives and involve the ability to see the enterprise as a whole. 
Managing and understanding complex organisations and its environment is one such skill 
required by executives today. Since the health environment is in a constant state of flux and is 
under severe economic pressure managers must adopt new ways of thinking, acquire new skills 
and develop a different set of behaviours to mitigate future challenges (Fulmer, 1992).  
 
Hospitals are regarded as complex institutions and require leaders with enhanced abilities. 
There is a growing consensus that leaders of hospitals be competent for successful outcomes 
and it is critical that their roles and responsibilities be clearly understood. However, being 
highly skilled and knowledgeable does not guarantee successful performance especially in 
sophisticated environments (Calhoun et al. 2002). Managers and leaders have different sets of 
skills, qualifications and experiences that they bring to a job. Therefore they may function well 
in one environment, but it does not guarantee that the individual will excel in another 
(Nordhaug & Gronhaug, 1994). Equally important is the unpredictability of leadership 
behaviour, and the skills and knowledge possessed forms part of the individual’s composition, 
not in separate parts (Hayes, Rose-Quirie & Allinson, 2000).  
 
McKenna (2004) acknowledges that the nature of managerial work is complex and unstructured 
and argues that a one size fits all approach to competency profiling is impractical. This 
sentiment is echoed by Antonacopoulo and Fitzgerald (1996) who state that competencies 
should be individualized against the needs of the person and organisation as a standard list of 
competencies will be irrelevant and impractical. Conger and Ready (2004) agree with these 
sentiments and note that one set of competencies will not be able to describe a universal best in 
class leader. This is reiterated by Albanese (1989) that no single set of competencies can fully 
capture the mystery of the managerial role. In addition, Hollenbeck et al. (2006) assert that 
even if 15, 20 or 80 relevant competencies are included in a particular set no one person has 
them all.  They further argue that the utilisation of competencies is dependent on the situation, 
condition and the context that one finds themselves in. 
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There appears to be a general consensus that a specific list of competencies is not applicable to 
all contexts; however studies have shown that personal characteristics and behaviours are 
paramount for successful performance in the current environment (Brownell, 2006). 
Furthermore, renewed focus and emphasis is being put on the relationship between leadership 
and organisational performance (Clark et al. 2008). Therefore, leaders and managers need 
exceptional managerial competencies to perform their duties effectively and successfully. 
Calhoun et al. (2002) assert that management competencies for the future must be identified 
and incorporated in the developing structures of healthcare professionals. According to Raelin 
and Cooledge (1995), when the competencies possessed by successful managers are discussed, 
the term managerial competency is frequently used. Managerial competencies can be defined 
as” sets of knowledge, skills, and attitudes that affect a major part of one’s job, correlate with 
performance on the job, can be measured against well accepted standards and can be improved 
by training and development” (Lucia & Lepsinger, 1999:14). In other words, managerial 
competencies include an array of characteristics, capabilities and observable behaviours that 
lead to successful performance. The development of one’s workforce with the right skills is of 
critical importance in ensuring that the organisation has the knowledge to combat any future 
challenges. Yet the development of health personnel is inadequate as resources are not readily 
available (Wright, Rowitz, Merkle, Reid, Robinson, Herzog, Weber, Carmichael, Balderson & 
Baker, 2000). 
 
Beaglehole and Paz Dal (2003) reiterate that training and development of the health workforce 
has been undermined and neglected. In order for managers to be competent by global standards, 
Rodwell (2005) suggests that a more general education is needed with the emphasis on 
workplace assessments. It appears that organisations are willing to identify a set of managerial 
competencies that describe the successful manager (Abraham, Karns, Shaw & Mena, 2001). 
This is echoed by Brownell (2006) who states that competencies should be identified and 
assessed on a regular basis to assist firms in streamlining the skills they require. Many 
researchers have identified competing competency frameworks (see Table 2.2) which reflect 
specific and essential managerial competencies as a basis for effective and superior 
performance (McKenna, 2004).   
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Table 2.2: Key studies and findings of essential managerial competencies in leadership and 
management  
Author and year Framework Key  competencies 
Boyatzis, (1982) Integrated model of managerial 
competence 
Goal and action management, leadership, 
human resource management, directing 
subordinates, focus on others, specialised 
knowledge.  
Cheetham and Chivers  
(1996) 
Holistic model of professional 
competence;  
Cognitive, functional, personal, ethical, meta 
competencies 
Goleman, (1998) Emotional Intelligence Purely technical, cognitive, emotional 
intelligence 
Virtanen, (2000) Public manager competencies Task competence, professional in subject area, 
professional competence in administration, 
political, ethical competence 
Hellriegel et al. (2001) A model of managerial 
effectiveness 
Self-Management competency, teamwork 
competency, global awareness competency, 
communication competency, strategic action 
competency and Planning and administration 
competency 
Worrall and Cooper  (2001) A model of management skills “IT, financial skills, organisational 
knowledge, strategic thinking and managing 
information competencies 
Whetten and Cameron (2002)   Essential management skills   personal, interpersonal and group skills 
Guo and Anderson (2003) New healthcare paradigm  conceptual, participation, interpersonal and 
leadership competencies 
Le Deist and Winterton 
(2005) 
Holistic model of competence Cognitive, functional, social and meta 
competence 
Source: Extracted by the researcher from various sources 
 
It is apparent that a manager requires various skill sets and competencies to enable successful 
performance (Guo, 2003). Technical, interpersonal and conceptual skills are regarded as the 
essential skills across levels within a changing healthcare organisation and occupational careers 
(Guo, 2003). Boyatzis believes that managerial competencies vary across industries and levels 
of position (Yeung, 1996). This is supported by Raelin and Cooledge (1995) who state that 
competencies will vary based on organisational level, management style and organisational 
strategy. Furthermore, there appears to be fundamental differences between the competencies 
required for public sector managers and private sector managers (Boyatzis, 1982; Virtanen, 
2000; Pillay, 2008b). 
 
Virtanen (2000) suggests that public hospital managers require political and ethical competence 
in addition to private sector managers which makes an important difference in leading their 
respective organisations. Cheng et al. (2003) purport that research on managerial competence 
should be expanded as its terminology requires clarity. They further contend that these 
perspectives are unsuccessful in dealing with issues of the dynamic environment and the widely 
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different contexts for managerial performance. In order to create a more meaningful framework 
for understanding global leadership needs, similar constructs can be clustered into broader 
competency areas which will produce a much shorter and more useful list (Cheng et al. 2003). 
 
2.11    Application and assessment of competency models; a HR perspective 
 
Various authors (see for example Lucia & Lepsinger, 1999; Lussier, 2011; Brophy & Kiely, 
2002; Brownell, 2006) have identified various competency based practices. These include 
human resource planning, recruitment and selection, training and development, performance 
appraisal, remuneration, motivation and promotion. Literature suggests that the application of 
competency models differ and is dependent on the actual requirement or what a firm wants to 
achieve with the framework. In achieving the desired outcomes, Marrelli et al. (2005) suggest 
that competency models should be applied throughout the organisation. This is supported by 
Intagliata et al. (2000) who argue that its application must be embraced by leadership and be 
done in a creative and comprehensive manner. According to Briscoe and Hall (1999), the most 
common applications of competencies exercised by organisations are recruitment, selection and 
development. In addition, Rodriquez, Patel, Bright, Gregory and Gowing (2002) state that 
competency models can also be used to facilitate human resource activities and to maximize 
existing resources. 
 
According to Briscoe and Hall (1999); Lucia and Lepsinger (1999) and Brownell (2006), the 
application of competency models is expanding and reliance on the competency approach is on 
the increase. Furthermore, competency models are here to stay (Conger & Ready, 2004). 
Competency modeling application is not without its critics and acceptance and success is based 
on various supply and demand factors. According to Intagliata et al. (2000) and O’Neil (2008) 
the lack of leadership involvement and potential resistance has been cited as the failure of 
competency modeling application. Another limitation is traditional approaches to management 
practices that could compromise the application of competency models (Emiliani, 2003). The 
approach to competencies depends primarily on the situation or circumstances that firms find 
themselves in. Furthermore, the need expressed by firms and the willingness to invest in such a 
model will determine its utilisation and application. On the other hand, it is also dependent on 
whether human resource managers are fully competent and equipped to execute such a 
framework (Ulrich, 1997). In addition, it is also dependent on the level of experience of 
employees who has been identified for development.  
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The private health sector in South Africa especially Mediclinic utilises the Scandinavian Health 
Leadership (SHL) competency model for various human resource activities and aligns it with 
its strategic intent. This is also being implemented with excellent effect throughout the 
organisation (Walters, 2013). The SHL competency model is a three tier structured model 
comprising of 120 specific competencies where the first tier consists of 8 overarching 
competencies (Bartram, 2012). In contrast to the private sector, the public sector work in terms 
of a needs analysis and gaps in development and training are identified. Once the competencies 
required are known, practical application commences. The public sector also has gone through 
a national assessment, focusing on key competencies that will enable them to increase existing 
performance (Human, 2012). Many competency developments are being designed and 
developed by consultants who appear not to be evaluated for the health profession (Ireri, 2010).  
It therefore necessitates that research in competency development be undertaken and that 
testing the applicability of such a framework be assessed within the healthcare environment. 
 
2.12   Summary 
 
The literature drawn on in this review provided an understanding of the concept of 
competencies within the context of healthcare. Data in terms of competency for health 
leadership is very limited in South Africa. The current research has explored a wide range of 
international and national literature to provide greater understanding of the issues surrounding 
the focal area of the research and may be used as a backdrop to the findings in later chapters. 
Healthcare systems have been regarded as complex, beset with uncertainties and are 
continuously changing bringing with it unprecedented challenges.  
 
Leadership and management are regarded as being critical in overcoming health challenges. 
However, there has been very little formal evaluation of the capacity of hospital leaders to lead as 
well as their needs for future training. The chapter concludes by providing literature which 
facilitated the development of a conceptual framework that underpins this study, and to 
understand the nature of competency based practices within a localised context. The next 
chapter discusses the methodological issues that are pursued in this study. 
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Chapter 3: Research Methodology 
 
3.1 Introduction 
 
In this study, a quantitative research approach was used with the emphasis on the quantification 
of variables and statistical controls.  The purpose of using a quantitative approach was to apply 
numerical measurements and statistical analyses to examine social phenomena (Babbie, 2013).  
 
This chapter outlines the research design and methodological aspects relating to this study.  The 
purpose of this study is to provide quantitative information to determine which competencies 
are required for effective leadership performance within the South African healthcare system. 
The sectors selected are the private and public health sectors. This chapter also describes the 
research method that was used, the sample selection, data collection and data analysis, ethical 
considerations for the study, and the scope, limitations and significance of the study. A pilot 
study was conducted as a preliminary investigation. This chapter summarises the pilot study 
and discuss the methodology of the current study. 
 
 3.2  Research methodology 
 
Zikmund (2010:58) states that research design is a “master plan or blueprint that specifies the 
methods and procedures for collecting and analysing needed information”. According to 
Neuman (2006) the aim of research determines the approach that will be chosen and Cooper 
and Schindler (2006) state that research designs can be classified by the approach used to 
gather primary data. The empirical scope of the research differs from the theoretical application 
as only the competencies of hospital managers are surveyed. Cresswell (2003: 18) views a 
quantitative research approach as one where the investigator “primarily uses post positivist 
claims for developing knowledge (i.e.) cause and effect thinking, reduction to specific variables 
and hypotheses and questions, use of measurement and observation, and the test of theories, 
employs strategies of inquiry such as experiments and surveys, and collects data on 
predetermined instruments that yield statistical data”. Various authors (Saunders, Lewis and 
Thornhill, 2003; Yin, 2003; Neuman, 2006) identified three purposes of research, namely: (1) 
exploratory (explore new topic), (2) descriptive (describe social phenomena), and (3) 
explanatory or causal (why something occurs). Exploratory studies are used to gain insight into 
a phenomenon where little is known about and can assist in clarifying problems. Explanatory 
research builds on exploratory and descriptive research and identifies reasons why something 
occurs. Since exploratory designs require preliminary steps in research such as in depth 
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interviews, observation, focus groups and pilot studies, they therefore tend to be qualitative 
(Burns & Burns, 2008). They further believe that exploratory and descriptive research has some 
similarities. Neuman (2006:35) reiterates that they “blur together in practice” and “begin with a 
well defined subject and conducts research to describe it accurately.” He further points out that 
exploratory research addresses the ‘what question’ and that qualitative data are used by 
exploratory researchers. 
 
In descriptive studies, the attempt is to document what is actually occurring (Burns & Burns, 
2008). The study may be either qualitative (descriptions in words) or quantitative (descriptions 
in numbers). No control over the phenomena of study is exercised, but merely records what is 
observed or reported. Descriptive studies offer information and form the basis for further 
research and assist in making uncomplicated decisions. The major strength of descriptive 
studies is the provision of accurate information although causal links cannot be established 
(Neuman, 2006). It “presents a picture of the specific details of a situation, social setting, or 
relationship” (Neuman, 2006:35). Descriptive studies use surveys, field research, content 
analysis and comparative research as data gathering techniques (Neuman, 2006). Descriptive 
studies establish only associations between variables where experimental studies establish 
causality (Neuman, 2006). The present study is descriptive as the study does not claim 
causality.  According to Zikmund (2010:51), descriptive research seeks to determine answers to 
“who, what, when, where and how questions”. This is supported by Cooper and Schindler 
(2006) who purport that it aims to answer and measure the “who”, “what”, “where”, “how 
many”, “how much” and “how often” whereas a qualitative approach answers questions in 
relation to “why and “how”. 
 
If and when a study requires that a relationship between variables be explained and that 
causality be established and determined, the research is called explanatory research. According 
to Neuman (2006) the desire to know why things are the way they are, is the purpose of 
explanatory research. Exploratory and descriptive research normally precedes explanatory 
research (Zikmund, 2010). He further states that researchers have an expectation about the 
relationship that must be explained. Explanatory research further entails the identification of 
plausible relationships, finding and explain patterns related to the phenomenon in question and 
explain the forces causing the phenomenon in question (Zikmund, 2010). 
 
 
 
 
 
 
47 
 
3.2.1  Features of quantitative approach 
 
The objective of quantitative research is to look at the bigger picture and is less concerned with 
why something occurs. According to Pellissier (2007), the quantitative approach is appropriate 
for the examination of specific data from large numbers and for testing a hypothesis and is 
subjected to rigorous statistical analyses. Quantitative investigations look for distinguishing 
characteristics, elemental properties and empirical boundaries and tend to measure how much 
and how often (Dilanthi, Baldry, Sarshar & Newton, 2002). Quantitative research tries to 
convert concepts about various aspects of social life into variables that can precisely measure 
with numbers (Neuman, 2006). Quantitative research is all about quantifying relationships 
between variables. In quantitative research, the aim is to determine the relationship between 
one concept (an independent variable) and another (dependent or outcome variable) in a 
population (Saunders et al. 2003). 
 
Quantitative research designs are either descriptive (subjects usually measured once) or 
experimental (subjects measured before and after treatment). According to Babbie (2013) 
quantitative research usually contains numbers, proportions and statistics, and measures 
people’s attitudes, their emotional and behavioural states and their ways of thinking. Neuman, 
(2006) contend that the quantitative approach is objective in nature and concentrates on 
measuring phenomena, therefore, a quantitative approach involves collecting and analysing 
numerical data and applying of statistical tests. On the other hand, a qualitative approach is 
more subjective in nature and involves examining and reflecting on perceptions in order to gain 
an understanding of social and human activities (Saunders et al. 2003). 
 
Qualitative and quantitative research differ in various ways, but they complement each other in 
many ways as well (Neuman, 2006). One of the differences between the two styles comes from 
the nature of the data. Soft data, in the form of impressions, words, sentences, photos, symbols 
and hard data collection techniques, in the form of numbers dictate the different research 
strategies that will be undertaken. Based on the literature, almost all quantitative researchers 
rely on a positivist approach to social science. Quantitative research emphasises precise 
measuring of variables and testing of hypotheses that are linked to general causal explanations. 
Quantitative research is considered as being more objective whereas qualitative research is 
regarded as being subjective in nature. Quantitative research uses the principle of replication, 
adheres to standardised methodological procedures, measures with numbers, and then analyses 
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the data with statistics (Cresswell, 2003). Furthermore, quantitative methods eliminate the 
human factor and in contrast qualitative research emphasises the human factor (Cresswell, 
2003, Cooper & Schindler, 2006; Zikmund, 2010).  
 
For Neuman (2006) quantitative research addresses the issue of integrity by relying on 
objective technology, such as precise statements, standard techniques, numerical measures, 
statistics, and replication whereas qualitative research places greater trust in the personal 
integrity of individual researchers and includes a variety of method checks on how evidence is 
gathered. Quantitative studies convert concepts about various aspects of social life into 
variables that can be precisely measured with numbers. By contrast, qualitative researchers 
view many aspects of social life as being intrinsically qualitative (Neuman, 2006). The reasons 
why a quantitative approach as opposed to another approach was chosen, is that the research 
question deals with testing a phenomenon. The data collected for the study are in the form of 
numbers and the analysis of the data was subjected to statistical manipulations to show how 
they relate to the hypothesis.      
 
3.2.2  Research design: The survey approach 
 
The quantitative research design selected for this study is a survey. Its purpose was to explore 
the applicability of the National Center for health leadership competency framework for senior 
management within a healthcare setting. Furthermore, to assess which managerial 
competencies are deemed important within healthcare amongst senior managers. In this section, 
various views are presented on what surveys entail with the purpose of deriving the main 
features of this design.  Furthermore, an explanation is provided why the use of survey research 
was chosen as the most appropriate research design in this study. In addition, a discussion in 
terms of the limitations and advantages of this approach are presented. The survey instrument 
was developed based on research literature indicating competency requirements for educating 
health leadership effectively. All the (80) competency outcomes were included in the 
questionnaire design which made it quite long. Respondents had to respond to a Likert scale of 
1-5 with the following phrases, not important, somewhat important, not sure, important and 
very important in relation to their role and function. 
 
Survey research is one of the oldest research techniques and is probably used the most 
frequently in research designs across disciplines (Babbie, 2013).  According to Neuman (2006) 
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the modern survey can be traced back to ancient forms of the census. A census includes 
information on characteristics of the entire population in a setting. Surveys produce information 
that is inherently statistical in nature. Neuman (2006:273) describes surveys as “quantitative 
beasts”. According to Babbie (2013:229) survey research is probably the best method for 
collecting “original data for describing a population too large to observe directly and is 
excellent vehicles for measuring attitudes and orientations in a large population”. The type of 
data collection depends largely on the type of information needed to facilitate the research. 
Babbie (2013) maintains that surveys are usually quantitative in nature which aims to provide a 
broad overview of a representative sample of a large population. The “obvious advantage of 
such an approach is that responses to questionnaires can be measured in a very standard way, 
which renders them susceptible to a wide variety of statistical manipulations” (Babbie, 2013: 
229). The quantitative survey approach requires rigorous statistical analyses of the information 
obtained and convert it into meaningful associations. According to Zikmund (2010) the survey 
is the most common method of generating primary data from a sample of people using a 
questionnaire.  It also provides for data to be gathered in a structured and orderly approach.  
 
Babbie (2013:230) states that a questionnaire is “an instrument that is specifically designed to 
elicit information that will be useful for statistical analysis”. Survey research within the 
quantitative paradigm is not without criticism. It is seen to be too structured and inflexible once 
the data has been collected and the instrument designed cannot be amended or changed 
(Babbie, 2013). However, Cooper and Schindler (2006) purport that the great strength of the 
survey approach is its versatility. They further note that survey method is considered more 
efficient and economical and that geographical coverage is cost and time effective.  
 
This study does not claim causality as with experimental studies where the subjects under 
scrutiny must be under a controlled environment or laboratory setting (Zikmund, 2010). The 
survey method is appropriate for this kind of research, as it allows for the collection of a large 
volume of data in a highly economical way (Neuman, 2006). 
 
Quantitative research is divided into two groups: a single point in time (cross sectional 
research) versus multiple time points (longitudinal research) (Babbie, 2013). According to 
Neuman (2006) exploratory and descriptive studies are often cross sectional.  A cross sectional 
study involves observations of a sample, or cross section, of a population or phenomenon that 
are made at one point in time (Saunders et al. 2003). Longitudinal surveys are conducted at 
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more than one point in time, either prospectively or retrospectively, and aim to explore causal 
relationships. Cross sectional studies aim to collect information about current and past 
phenomena, and to explore associations between variables.  
 
Babbie (2013) purports that the data in cross sectional surveys are collected at one point in time 
from a sample selected to describe some larger population. Such a survey can be used not only 
for purposes of description but also for the determination of relationships between variables at 
the time of the study. Saunders et al. (2003: 92) state that a “survey strategy is usually 
associated with the deductive approach”. Hussey and Hussey (1997:19) view the deductive 
approach as one in which a “conceptual and theoretical structure is developed which is then 
tested by empirical observation”. The objective is to test or verify a theory by studying the 
hypothesis (Cooper & Schindler, 2006).  
 
Zikmund (2010) argues that surveys provide a quick, inexpensive, efficient, and accurate 
means of assessing information about a population. Survey research is a non-experimental 
research method relying on questionnaires or interview protocols for data collection. The 
descriptive survey approach within a quantitative paradigm as the preferred type of data 
collection procedure for the study was chosen. 
 
3.2.3 Benefits associated with survey research 
 
The method used to contact potential respondents was the e- mail survey. Based on 
technological advances, it was deduced that all participants were in the possession of a 
computer and that all have e-mail addresses. The e-mail survey was used as it was easy to 
distribute over a geographic area at minimal cost. Babbie (2013) suggest that a large amount of 
data can be collected from a sizeable population in a highly economical way by using computer 
based programs. Therefore an e- mail questionnaire was sent to 244 potential participants by 
entering names on a distribution list for sending purposes. Zikmund (2010) asserts that the e-
mail survey is efficient and accurate in assessing information for the study undertaken. He 
further claims that it allows flexibility; faster turnaround times and requires less paperwork. 
The computer system also allowed that reminders and follow ups could be done regularly to 
increase the overall response rate. 
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3.2.4 Limitations associated with survey research 
 
One of the limitations of e-mail surveys is that it is difficult to agree on anonymity. Zikmund 
(2010) state that replies via e-mail addresses will provide the person’s identity. Further to this, 
not all computer systems have the same capability and respondents might find it difficult to 
respond if systems are not compatible. In addition, the user might not be competently trained in 
the ability to answer questions on a particular computer program. This can result in not 
achieving a desirable response rate.  Zikmund (2010) argues that the willingness to respond and 
the refusal to participate can be regarded as severe in terms of e-mail surveys. 
 
3.2.5 Time dimension in research 
 
In cross-sectional research, a phenomenon is observed at one point in time. Neuman (2006) 
contends that cross sectional research takes a snapshot approach to the social world. Cross 
sectional research is usually the simplest and least costly alternative to longitudinal studies. 
Although cross sectional research can be exploratory, descriptive and explanatory, it is most 
consistent with a descriptive approach to research (Neuman, 2006). Longitudinal research 
which features the examining of people or units at more than one time is predominantly used in 
descriptive and explanatory studies (Neuman, 2006).  
 
Cross sectional studies often employ a survey strategy as they seek to describe an incidence of 
a phenomenon at a given point in time (Saunders et al. 2003). According to Babbie (2013) 
longitudinal studies can be more difficult for quantitative studies such as large scale surveys. 
Collecting data from a single sample in a cross sectional design means that the research is 
conducted over a short period and in contrast longitudinal designs are used when we want to 
collect information at different points over a long period (Babbie, 2013). 
 
3.3 Operationalising the constructs 
 
According to Babbie (2013) operationalisation means the exact operations involved in 
measuring a variable. It consists of the construction of a set of operations or measures that link 
the research problem to the world. During the last three decades, the use of the concept 
managerial competencies has permeated the language of business leaders across various 
organisations as a means of successful and superior performance for sustainable competitive 
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advantage. However, the concept is not without ambiguity and has been subjected to a variety 
of interpretations in practice (Grzeda, 2005). By drawing on the literature, managerial 
competencies can be defined as “sets of knowledge, skills, attitudes and behaviour that affect a 
major part of one’s job, correlate with performance on the job, can be measured against well 
accepted standards, can be improved by training and development and is applicable” (Lucia & 
Lepsinger, 1999:5).  
 
The overall construct of managerial competency can be operationalised as knowledge, which 
refers to the body of information relevant to the job, skills which refer to the demonstrating of a 
particular talent, attitude, which refers to the way in doing things and behaviour that refers to 
the observable demonstration of some characteristic that can be taught and measured (Mirabile, 
1997). Individuals can be regarded as being competent or not competent and therefore 
combining the different elements creates the overall construct of managerial competence.  
  
3.4 Data collection instrument 
 
According to Thietart (2001) there are several ways of administering questionnaires. It can be 
administered electronically via e- mail, intranet and internet; interviews can be conducted face 
to face or by video and telephone, or it can be sent out by mail. All these methods have their 
limitations and strengths as noted by Sue & Ritter (2007). Although e-mail surveys are 
relatively economical and fast to create, they are limited to simple questionnaires. According to 
Saunders et al. (2003) to conduct a self-administered questionnaire, closed questions should be 
used, simple questions should be asked and the topic has to be of interest to the respondents. 
Babbie (2013) maintains that researchers can either use open-ended or close-ended questions. 
The current research used close-ended questions as it provides greater uniformity of responses 
and is more easily processed and transferred. Furthermore, it is very important that the right 
questions be asked of the participants of the study (Saunders et al. 2003). In addition, the 
quality and quantity largely depend on the willingness, ability and literacy levels of the 
participants (Neuman, 2006). They further argue that the questions or concepts might be 
interpreted differently by the participants from what is intended by the researcher.   
Questionnaires are viewed as a non-intrusive means to gather feedback, bias is minimised and 
completing the questionnaire is relatively simple and straightforward (Babbie, 2013).  
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3.5 Biographical questionnaire 
 
A self-developed questionnaire was used to obtain demographic information relevant to the 
sample. Participants were asked to furnish information with regard to their occupational class, 
gender, educational level and years of service employed in the public and private sectors (see 
Table 3.1). 
 
Table 3.1: Attributes / Characteristics of managers and measurement 
Variable Measurement Scale of measurement 
Gender Male/ Female Nominal level 
Age <30;30-39;40-49;50-59;60-
69;>70 
Interval Level 
Years in current position 
(Experience) 
<5; 5-10,>10 Interval Level 
Primary formal Qualification Medical/Health-related 
management, training and skills, 
other 
Nominal Level 
Formal training in health care 
management 
Certificate, diploma, degree, Nominal level 
Informal training in health care 
management 
Mentoring, non-certified courses, 
In-service training 
Nominal level 
Sector Public/ Private Nominal Level 
 
The second part of the questionnaire evaluated the perceptions about necessary managerial 
competencies of managers. The ratings were on an ordinal level, based on a 5-point Likert-type 
scale, ranging from very important to not important in the assessing of importance as indicated 
in Table 3.2. The survey questions and the management competency items derived from the 
National Centre for Health Leadership competency model and were adapted from Pillay’s 
(2008a) questionnaire. 
 
Table 3.2: Measurement and perceived importance 
Variable Measurement perceived 
importance 
Scale of measurement 
Transformation 
(7 items) 
5-Point Likert-type scale 
Not important 
Somewhat important 
Not sure 
Important 
Very important 
 
 
 
Ordinal level 
 
Execution 
(11 items) 
People 
(8 Items) 
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3.6 Pilot test 
 
A pilot study was conducted to test the data collection instrument. According to the literature, 
pilot testing plays an important role in research. A pilot study is recommended to reveal 
weaknesses in design, instrumentation and to identify any problems that might be encountered 
prior to the main study (Thabane, Jinhui, Rong, Cheng, Ismaila, Rios, Robson & Thabane, 
2010).  
 
Cooper and Schindler (2006) reiterate this point and state that a pilot study is a preliminary test 
of a questionnaire and helps to identify problems and benefits associated with the design and 
instrumentation. Further to this, Zikmund (2010) states that pilot studies are a small scale 
project that uses sampling and are used to obtain precise quantitative estimates from a large, 
representative sample which is not subjected to rigorous statistical standards. This sentiment is 
echoed by Thabane et al. (2010) who argue that emphasis should be placed on feasibility rather 
than statistical significance when conducting pilot studies. However, preliminary analysis using 
the pilot test data can be undertaken to ensure that the data collected enables knowledge 
questions to be answered. Furthermore, its purpose is to refine the questionnaire so that 
respondents will have no problems in answering the questions and making recording the data 
easier (Saunders et al. 2003).   
 
The aim of the pilot study was to validate and check for the reliability of the measuring 
instrument and to determine whether the measuring instrument is relevant and effective. 
According to Saunders et al. (2003), it is important to pilot test a questionnaire prior to 
collecting data and administering it as it could enhance the main study. It also assists in 
achieving to get a better understanding of the frame of reference relevant to the questionnaire 
and question wording (Babbie, 2013). In addition, it enables researchers to obtain some 
assessment of the questions’ validity and the likely reliability of the data that will be collected. 
Neuman (2006) argues that there are four ways to increase the reliability of measures: (1) 
clearly conceptualize constructs, (2) use a precise level of measurement, (3) use multiple 
indicators, and (4) use pilot studies. Burns and Burns (2008) indicate that pilot studies remove 
ambiguity, test the adequacy of the range of response categories, and trial instructions and 
administration. They further believe that it assists in assessing time and budget problems that 
might occur in the main study such as mailing time, form completion, data optimization and 
determining recruitment and retention rates. 
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 Thabane et al. (2010) describe pilot studies as an investigation designed to test the feasibility 
of methods and procedures for later use on a large scale or to search for possible effects and 
associations that may be worth following up in a subsequent larger study.  A pilot study should 
be large enough to provide useful information about the aspects that are being assessed for 
feasibility. The pilot study assessed the face, content and constructs validity of the 
questionnaire and ensured that the data collected was adequate for testing the hypothesis. 
Cronbach’s Alpha was performed to assess the reliability of the scales and factors. According 
to Sekaran and Bougie (2011) the range of the strength of association can be determined as 
follows where the coefficient .6 is considered poor; .7 < .8 is good and .9 is excellent. The 
Cronbach’s alpha test was performed to assess the construct validity of the questionnaire and 
any survey item with a score with less that 0.7 was disregarded. 
 
3.6.1  Results of the pilot study 
 
The number of people that are chosen should be sufficient to undertake the pilot study and 
secondly it must come from the target population under study (Thabane et al. 2010). Data for 
this study came from a cross-sectional self-administered survey of senior hospital managers in 
the public and private sectors in the Western Cape, South Africa. According to Fink (1995) at 
least 10 persons should take part, depending on the sample size and time dimensions. 
 
The pilot study was conducted among senior hospital managers from 5 private and 5 public 
hospitals within the Western Cape.  The prospective participants were contacted and the study 
was explained to them. The questionnaires were e- mailed to 10 participants during the month 
of October 2011 after first being contacted and informed of the study being undertaken. All the 
questionnaires were returned by January 2012.  None of the ten respondents indicated that they 
experienced any problems with understanding the questions or that the questions were 
insensitive.  
 
The survey instrument a pre-tested questionnaire designed by Pillay (2008a) included 
biographic and competency statements based on the NCHL Model. Respondents had to rate the 
80 management competency statements on a Likert-type scale ranging from 1 (Not important) 
to 5 (Very important) as it pertains to effective management of health service organisations. 
Non respondents were sent follow-up mails and via personal phone calls and questionnaires 
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were personally collected by the respondents. The data collected were not subjected to rigorous 
technical data analysis. Data for individual variables was summarised using frequency 
distribution and focussed on the central tendency (mean) and the dispersion (standard 
deviation). Cronbach’s alpha was used to assess the degree to which the instrument was 
reliable. SPSS Version 21 was used to determine the aforementioned results. The analysis 
revealed a mean score of 4.32 for all 80 statements. This indicates that the respondents 
consistently regarded the competencies as very important to have. Cronbach’s alpha yielded a 
reliable score of .971 for all statements which indicates consistency, stability and freedom from 
error. Standard deviation yielded 0.483 which indicates that the spread of the responses was 
close to the mean and that the data points are spread over a small range of values. 
 
3.6.2  Weaknesses revealed 
 
The average mean score of 4.32 suggests that it could be the sequence and order of questions 
that resulted in the high mean score. To eliminate problems that might be encountered in 
answering the questions in the final study, the questionnaire was randomised. According to 
Bless and Higson-Smith (2005), researchers should counteract the sequence of questions by 
breaking it up if the direction of the questions creates a response set. Zikmund (2010) suggests 
that the researcher should randomise the questions as this reduces bias and gives the 
respondents alternatives in answering the questions. This will also assist with respondents 
answering the questions more truthfully rather than going through the motions as it compels 
them to read and understand the question before answering (Bless & Higson-Smith, 2005). 
During the data analysis stage, the following problems with the questionnaire became apparent: 
the competency statements relating to each competency were not randomised, but grouped 
making it easier for participants to align their responses; furthermore, it was discovered that 
one of the questions was ambiguous and was amended in the main study. 
 
3.7   Validity requirements 
 
According to Cooper and Schindler (2006) validity refers to the extent to which a test measures 
what is actually intended to be measured.  It is the extent to which differences found with a 
measuring tool reflect true differences among respondents being tested. Increasing reliance is 
being placed on the results of surveys, it therefore recognises the need that the results of 
surveys need to be valid and reliable (Russ-Eft, 1980). According to Zikmund (2010) there are 
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four types of validity to measure the instrument under study namely; face, external, internal and 
construct validity.  
 
Face validity pertains to whether the test looks valid to the examinees who take it whereas 
content validity is an appropriate strategy when the job domain is defined through job analysis 
by identifying important tasks, behaviour or knowledge. External parties will assess and 
measure whether the instrument lacks face and content validity. It is a judgment by the 
scientific community that the indicator really measures the construct. 
 
External validity addresses the question of whether generalisation is possible to the whole 
population and for other populations, locations or time periods (Garson, 2008). This is 
supported by Burns and Burns (2008) that the ability to generalise findings to wider groups and 
circumstances is one of the dimensions of validity for quantitative research. As the construct 
(managerial competencies) was derived from international literature, other countries face 
similar challenges in the health care sector therefore; the results are not limited to South Africa 
and other sectors.  
 
Zikmund (2010) describes internal validity as the extent to which a causal relationship can be 
established, whereby certain conditions are shown to lead to other conditions.  Garson (2008) 
states that internal validity deals with the question of whether, an alternative explanation for the 
findings can be excluded. The study does not aim to make an empirical claim of causality 
although the data is of such a nature that it is weak on causality since a cross sectional study 
will be performed. 
 
Construct validity refers to establishing correct operational procedures for the concepts, ideas 
and relationships being studied (Zikmund, 2010). He further argues that the researcher should 
cover two steps namely: (1) carefully identify ideas, concepts, relationships and issues which 
are to be studied, and (2) demonstrate that the selected measures to be used in the research 
actually address the ideas, concepts, relationship and issues being studied. 
. 
3.8  Reliability requirements 
 
Saunders et al. (2003:488) define reliability as the “degree to which a measure is consistent or 
dependable and the degree to which the results are consistent over time assuming that there is 
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transparency in how sense was made from the raw data”. Cooper and Schindler (2006) support 
the argument in stating that reliability must be proved for the research. Kirk and Miller (1986) 
identified three types of reliability pertaining to quantitative research: (1) the degree to which 
the measurement, given repeatedly, remains the same, (2) the stability of a measurement over 
time, and (3) the similarity of measurements within a given time period. Based on the literature, 
the most common reported index of internal consistency is the coefficient alpha. Therefore, the 
reliability of the variables was established using the Cronbach’s alpha.  
 
According to Christensen, Johnson and Turner (2011) the value of Cronbach’s alpha must be 
0.70 or higher as high values are evidence that the items are consistently measuring the same 
thing. They further state that it refers to the consistency, stability and repeatability of the score 
of the measurement instrument. In other words if the same individuals are measured under the 
same conditions, a reliable measurement should yield the same results. They further state that 
research is subjected to four types of reliability measurements: (1) Test-retest reliability is used 
to assess the consistency of scores over time, (2) equivalent forms reliability refers to the 
achievement of the same results on two equivalent tests measuring the same phenomenon, (3) 
internal consistency refers to the consistency with which items on a test measure a single 
construct, and (4) inter rater reliability  measures the degree of agreement between different 
observers or raters. Many authors have argued that reliability is not enough to ensure validity. 
According to Cooper and Schindler (2006) reliability has to do with the accuracy and precision 
of a measuring procedure. Cronbach’s Alpha measures reliability by establishing the 
consistency with which respondents reacted to the items on the measure. If a measure contains 
items that measure respondents perceptions, attitudes or ratings, Cronbach’s Alpha coefficient 
can be used (Christensen et al. (2011). 
 
3.9   Data and information collection 
 
According to Cooper and Schindler (2006) the method selected largely determines how the data 
are collected. The techniques used to collect data may be grouped in two categories; 
quantitative (collecting data in the form of numbers) and qualitative (collecting data in the form 
of words or pictures). The collection of data is an essential part of any research being 
conducted and is one of the critical decisions to be made by any researcher (Thietart, 2001). 
Thietart (2001) reiterates that data collection is crucial to all research and a critical process 
where researchers accumulate empirical material on which to base their research. Within 
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quantitative research there are various methods that can be applied for collecting primary or 
empirical data which is dependent on the research approach being conducted or the outcome 
that the researcher seeks: (1) Surveys, (2) Observation, and (3) Experiments (Thietart, 2001). 
 
Thietart (2001) further states that the most developed method of collecting primary data for 
quantitative research is the questionnaire (Thietart, 2001). Babbie (2013) argues that every 
research project is a search for information on some topic or to explore an interest and 
therefore, researchers can be more confident of the quality and the appropriateness of their 
information if they tap all relevant resources. The focus is on primary data and secondary 
literary sources for the literature review. The National Center for Health Leadership 
competency model was applied using the survey technique of data gathering. Data for this 
study came from a cross sectional survey of senior hospital managers in the public and private 
sectors in South Africa, using a self administered questionnaire. The survey instrument was pre 
tested and developed and designed by Pillay (2008a). Respondents were asked to rate the 
importance of management competencies on a Likert type scale ranging from 1 (Not important) 
to 5 (Very important). The questionnaires were e-mailed to prospective respondents with three 
reminders to increase the response rate.  
 
3.10    Sampling procedure 
 
In this section, the sampling methods that were used are discussed and the process of gaining 
access to the hospitals and selecting the unit of analysis is delineated. The sampling technique 
used in quantitative research is described that is appropriate for the current study.  
 
 According to Babbie (2013) a sample is a subset of the whole population under study and 
should represent the characteristics of the population being studied. Sampling techniques can 
be divided into two sampling methods namely probability (representative) and non probability 
(judgemental) (Saunders et al. 2003). Zikmund (2010) states that probability sampling 
includes: (a) Simple random sampling, (b) Systematic sampling, (c) Cluster sampling and, (d) 
Stratified sampling and Non probability sampling includes: (a) Convenience sampling, (b) 
Purposive sampling, (c) Quota sampling and, (d) Snowball sampling. 
 
 According to Neuman (2006) different approaches are used by qualitative and quantitative 
research in terms of sampling. He further argues that quantitative research strives to obtain 
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representations to produce accurate generalisations and that it is based on theories of 
probabilities deriving from the principles of mathematics. In contrast, qualitative researchers 
tend to use non probability sampling types as they focus less on representation and focus on the 
relevance to their research topic with specific content of each case to be studied (Neuman, 
2006). 
 
Simple random sampling refers to a process that generates a mathematically random result and 
concerns statistical computations (Babbie, 2013). In addition random sampling allows 
statistical calculations of the relationship between the sample and the population. The simple 
random sample is both the easiest technique to understand and the one on which other types are 
modeled (Neuman, 2006). In simple random sampling, it is important to develop an accurate 
sampling frame, select elements from the sampling frame whereas random sampling does not 
guarantee that every random sample perfectly represents the population (Neuman, 2006). This 
is reiterated by Christensen et al. (2011), who argue that non random sampling methods 
generally produce biased samples. 
 
 There are two motivations for using probability or random sampling (Neuman, 2006). Firstly, 
the time and cost dimension and a well designed and carefully executed technique will yield 
more accurate results than trying to research the whole population. According to Saunders et al. 
(2003), to obtain a representative sample the researcher must select the most appropriate 
sampling technique. They further state that the sampling method also depends on the objectives 
and whether statistical inferences are required. Zikmund (2010) states that it is vital to define 
the target population so that the proper sources from which the data are to be collected are 
identified. Depending on the research being conducted and the outcome that is anticipated, 
various sampling methods can be utilised. In this study a probability sampling method was used 
as it involves large samples being considered to be representative of the target population from 
which they are drawn (Cresswell, 2003). Furthermore, it is commonly associated with survey 
based research. According to Christensen et al. (2011), when the goal is to generalise from a 
specific sample to a population, random sampling methods are preferred because they produce 
a representative sample. 
 
The boundaries of this study include the geographical location of South Africa. The sample 
includes participants from the public and private health sectors in the Western Cape, South 
Africa. The sample was limited to senior hospital managers working in hospitals in the private 
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and public health sectors. In order to ensure representation and generalisation Neuman, (2006) 
suggests that survey research needs a sampling ratio (about 30 percent) if the population under 
study is under 1 000 for accuracy.   
 
The ability to collect data will depend on gaining access to the appropriate sources and it 
further depends on the research question (Saunders et al. 2003). In choosing the sampling 
strategy, information about gaining access to the relevant institutions appropriate for the study 
was sourced. Further to this, it is important to ensure that the unit of analysis targeted will be in 
a position to address the research problem. Since the model that was tested is in the medical 
domain, the focus is on the private and public sector health care in South Africa. In gaining 
access to these, institutions applications had to be made to the health research council of South 
Africa and to the different private hospitals. This process was very demanding and gaining 
access to the sites was difficult and a long drawn out process.   
 
3.11   Analysing data and interpretation 
 
The following section describes the methods used in this study for the analysis of the data, 
checking the validity and reliability of the data. Once data has been collected, it must be 
analysed and interpreted to draw conclusions from the collected data. According to Cresswell 
(2003) a number of statistical techniques and factors have to be considered such as number of 
variables, scale of measurement, sample size and the distribution properties of the variables. 
Data analysis in this study involves reducing the accumulated data to a manageable size in 
order to interpret the results in relation to the research problem. The data analysis was 
descriptive in nature. Univariate and bivariate analysis was used to look at the relationship 
between categorical variables. Chi-square was done to find the associations between the twenty 
six competencies and whether the association is strong or weak and between categorical data 
and to compare observed data against expected data. The greater the internal consistency of a 
measure, the greater the extent to which each item is measuring the same construct. Internal 
consistency is an important reflection of the quality of the measure (Neuman, 2006).  
 
Univariate statistics use only one variable at a time to generalise about a population from a 
sample (Cooper & Schindler, 2006). Univariate analysis on the various components of 
competencies was done including the mean, standard deviation and percentage. The chi-
squared test was used to investigate the statistical significance of associations between 
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categorical variables. Bivariate analysis was be used to analyse two variables simultaneously to 
assess the empirical relationship between them. The survey data was entered into SPSS version 
21 and analysed. The choice of which statistical test to apply was based on the distribution of 
the data. Shapiro-Wilk and Kolmogorov-Smirnov tests were conducted to test for normality of 
the items. It was found that the data was normally distributed and parametric tests were used to 
analyse the data. 
 
3.12    Ethical considerations 
 
The study involved third parties which necessitated the requirement of ethical approval. As the 
prospective participants involved professional managers and doctors in management working in 
hospitals, ethical approval had to be sought in advance.  A thorough research proposal, a letter 
of ethical approval from the University, copies of the consent form, information sheet and 
respondent letters had to be submitted to the Western Cape Health Research Committee for 
final approval. Prior to sending out the questionnaire to the prospective participants, final 
permission had to be given by each area directorate to ensure that they were aware of the 
intended study being conducted. The process of obtaining ethical approval was time 
consuming, and as a consequence, data collection was delayed for ± 6 months.    
 
Ethical principles and standards in terms of research protocol were adhered to throughout the 
study: the right to privacy, confidentiality and anonymity, the right to equality, justice, human 
dignity and protection against harm the right to freedom of choice, expression and access to 
information. Research participants have certain legal rights pertaining to physical treatment 
during a study, confidentiality of information, privacy and voluntary consent. Cooper and 
Schindler (2006) state that the objective of applying a code of ethics is to ensure that no one is 
harmed or suffers adverse consequences from research activities. The participants were 
informed that they had a right to refuse to participate in the study. Participation was voluntary 
and respondents have the right to withdraw from the study if they were not comfortable to 
continue. Participants were informed that confidentiality would be guaranteed with regard to 
private and personal information. Subjects in the study had to agree voluntarily to participate in 
order to prevent mistrust. This means no information would be disclosed unless permission was 
granted by the participants. In addition, various problems were encountered throughout the 
study.  The ethical review process took a considerable amount of time which delayed data 
collection. Gaining access proved to be a huge challenge and one of the major private health 
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companies declined to participate in the study. An updated contact list of all senior health 
personnel could not be provided and the search on the internet did not prove to be of any help. 
Poor response rates can be attributed to the fact the many of the prospective respondents 
experienced time constraints, showed apathy, did not wish to participate, or did not see the 
necessity for participating. It could also be attributed to prior negative experiences of surveys 
and a lack of feedback being provided once data had been analysed. 
 
3.13  Problems encountered in the study 
 
As indicated, the review process in terms of ethics was very time consuming. This was mainly 
due to administrative issues. Ethic applications had to be made to the University’s ethical 
committee. After receiving the necessary approval, application must be made with the Western 
Cape research council before proceeding with the study. After approval is granted access will 
be arranged to invite the parties to participate in the study. The initial process involved the 
completion of a proposal indicating the objectives of the study undertaken and whether the 
study will be of importance. The duration of this process took longer than anticipated. Getting 
access to one of the major private hospital groups was a challenge. After three attempts they 
declined to participate. This ultimately had negative consequences in terms of the response rate. 
The poor response rate was anticipated as indicated by other studies (Pillay, 2008a; 2009; 
Zechner, 2008) and of the choice of sample unit. It was further complicated by the fact that the 
contact lists of the Department of Health were not completely updated. At least three reminders 
were sent to improve the response rate to all prospective participants.  
 
3.14   Conclusion 
 
This chapter provided an exposition of the methodology which was followed in order to ensure 
that the objectives of the research could be attained. The questionnaire, data collection 
procedures, sampling, design and technique and psychometric properties of the instrument were 
discussed. The composition of the data collection method, its advantages and disadvantages 
were highlighted, as well as some of the limitations of using a quantitative, cross-sectional 
survey design.  
 
Although a pilot study was initially undertaken to determine whether there were any 
misunderstandings with respect to the questionnaire, repeated requests were sent out for 
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completion of the questionnaires due to a poor response rate and the voluntary nature of the 
research. The advantages and disadvantages pertaining to simple random sampling were 
explained, with due consideration of issues pertaining to generalisability and potential bias due 
to inappropriate sampling had a non-probability design been utilised. 
 
The appropriate data analysis techniques were presented, combined with the rationale for their 
utilization and inclusion. Both descriptive and inferential statistical techniques were explained. 
Based on the available literature, a theoretical framework was developed based on the 
hypotheses which were generated for the research and these hypotheses were then analysed. 
The next chapter provides an insight into the most salient findings which emerged from the 
empirical analysis. 
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Chapter 4: Results and discussion 
 
4.1  Introduction 
 
This chapter outlines the survey results obtained from 89 participants from the public and 
private health sector in the Western Cape. The survey questionnaire was tested for internal 
consistency and reliability of the scale for items in each of the 26 elements of the NCHL model. 
Parametric and non-parametric statistics were used to analyse the data where appropriate. 
Quantitative data for the 89 participants were analysed using the SPSS Version 21 statistical 
software package. The results section begins with an overview of the sample characteristics and 
then illustrates the descriptive statistics of the 26 competencies.  
 
4.2  Results  
 
 
The survey was administered by e-mail to senior managers in the private and public health 
sector. It was not possible to get the total number of participants invited to take part as one of 
the biggest private sector companies declined to participate. Only three prospective participants 
gave reasons for failure to participate in the study, which were the lack of interest and having 
left the post to pursue other opportunities. Some indicated time constraints and other reasons 
were not indicated. 
 
A total of 89 of 244 emailed questionnaires from the public and private sectors were returned 
which represents a total response rate of 36.48%. Questionnaires were returned from 60 of 175 
valid addresses of public sector managers and 29 of 69 valid addresses of private sector 
managers. This represents a response rate of 34.29% and 42.02% from the public and private 
sectors respectively. There were no significant differences between respondents in terms of 
demographics, institutional characteristics and the self-evaluation of competency levels. 
 
As presented in Table 4.1, most public sector respondents were female (57%), between the ages 
of 30 to 49 (56.67%) and have been in their current positions for less than 5 years (42.37%). 
Private sector respondents were predominantly male (52%) and between the ages of 30 and 49 
(55.17%) but the majority (43%) have been in their positions for more than 5 years. Most 
public sector managers had a medical / health-related background (49%) while the majority of 
managers in the private sector had a commerce / management, or some other background 
(37%).  
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Table 4. 1: Respondent characteristics           
      Public (N=60)         Private (N=29)       All (N=89)                
             Frequency  
Valid 
percent 
       
Frequency  
Valid 
percent 
               
Frequency   
Valid 
percent 
Response rate   60 34.28% 29 42.02% 89 36.48% 
Gender                 
  Male   26 43.33% 15 51.72% 41 46.07% 
  Female   34 56.67% 14 48.28% 48 53.93% 
  Total   60   29   89   
Age (Years)               
  <30   2 3.33% 0 0 2 2.25% 
  30-49   34 56.67% 16 55.17% 50 56.18% 
  50>   24 40.00% 13 44.83% 37 41.57% 
  Total   60   29   89   
Number of years in current position             
   <5   24 40.68% 8 28.57% 32 36.78% 
  5-10   18 30.51% 12 42.86% 30 34.48% 
  >10   17 28.81% 8 28.57% 25 28.74% 
  Total   59   28   87   
Primary formal qualification             
  medical/ health- related 40 66.67% 14 48.28% 54 60.67% 
  
commerce / 
management- related 19 31.67% 13 44.83% 32 35.96% 
  
health care 
management 18 30.00% 7 24.14% 25 28.09% 
  None   3 5.00% 1 3.45% 4 4.49% 
  Total   60   29   89   
Formal/Certified training in HCM             
  Certificate   16 26.67% 11 37.93% 27 30.34% 
  Diploma   15 25.00% 4 13.79% 19 21.35% 
  Degree   10 16.67% 1 3.45% 11 12.36% 
  Total   60   29   89   
Informal training in HCM             
  Mentoring   32 53.33% 23 79.31% 55 61.80% 
  Non-certified courses 38 63.33% 21 72.41% 59 66.29% 
  
In-service training 
(workshops, seminars) 52 86.67% 24 82.76% 76 85.39% 
  Total   60   29   89   
Intention to attend training             
  yes   46 76.70% 16 55.20% 62 69.70% 
  no   14 23.33% 13 44.83% 27 30.34% 
  total   60   29   89   
          
Formal training in health management, in the form of a certificate was higher among private 
sector managers (38%), relative to their public sector counterparts (27%). At least 42 % of 
public sector managers indicated that they have a diploma or degree in comparison to their 
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private sector counterparts, 17% of whom had completed a diploma or degree. Both groups 
reported equally high levels of informal training in health management (approximately 70%), 
and included mentoring, in-service training and non-certified programs. Almost 77% of public 
sector managers reported the intention to pursue further training in health management whereas 
55% of the private sector managers expressed this intent. 
 
Private sector managers were more likely to be older than 50 years than their peers in the public 
sector. Managers in the public sector were significantly more likely to have less than five years 
experience while their private sector colleagues were more likely to have over five years 
experience. Private sector managers were also significantly less likely to have had any formal 
training in health care management than their public sector counterparts and were also less 
likely to be seeking any training in health management within the next five years. 
 
Bivariate analyses (Table 4.2) between the sectors and other categories variables show 
significant associations between the sectors and age, experience, professional background, 
formal training in health management and the intention of respondents to attend future training 
programs in health care management.  
    Table 4.2: Chi-square tests: Cross tabulation of biographical factors 
  SECTOR 
  Value df Asymp.Sig 
Gender 0.554 1 0.302 
Age 1.169 4 0.883 
Years in position 1.597 2 0.450 
Race 3.103 3 0.376 
Tertiary education 3.200 3 0.362 
Primary formal qualification       
Medical/Health related 1.535 1 0.180 
Commerce/ Management related 0.072 1 0.514 
Healthcare management 1.255 1 0.207 
Formal/Certified Training in  HCM       
Certificate 0.319 1 0.376 
Diploma 1.416 1 0.185 
Degree 3.172 1 0.071 
Informal training in HCM       
Mentoring 3.741 1 0.046 
Non certified courses 0.035 1 0.537 
In service training 0.285 1 0.418 
Intention to attend training 4.274 1 0.036 
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The Chi-square test showed that there was not a significant (p>0.883) difference between age 
and sector. The Chi-square test was used to assess the association between commerce and 
sector. The p value of the test is greater than 0.05 which means that there is no statistical 
significant association between commerce and sector. As shown in Table 4.2, two significant 
associations were found in two categorical variables between sectors. Chi-square revealed 
significant differences (p<0.05) between intention to attend training, mentorship, and sector 
respectively. With respect to gender, years in position, tertiary education, primary formal 
qualification, formal certified training, and non-certified training and in service training no 
significant differences were found between the variables and sectors. 
 
The reliability of the competence measure was very high indicating good coherence and 
internal consistency. Cronbach’s alpha was used to assess the degree to which the instrument 
items reflected the same underlying constructs. Based on the literature, the most common 
reported index of internal consistency is the coefficient alpha. According to Christensen et al. 
(2011) the value of Cronbach’s alpha must be 0.70 or higher as high values are evidence that 
the items are consistently measuring the same thing. They further state that it refers to the 
consistency, stability and repeatability of the score of the measurement instrument.The 
Cronbach’s alpha and the mean total scores for the management competency subscales are 
presented in (Table 4. 3) below. The Cronbach’s alpha’s for all the scales are at an acceptable 
level of reliability, averaging 0.971. This can be attributed to the high homogeneity and 
similarity of the competency items. 
 
Independent sample tests were conducted (Table 4.3) since the dimension under testing was 
normally distributed to compare the distribution of competencies between the private and 
public health sectors. The 26 competencies in the 3 domains of the NCHL (2006) model which 
formed the basis for the analysis were used as a framework to guide healthcare leaders in 
evaluating the specific competencies perceived to be required by leadership. The National 
Center for Healthcare Leadership (2006) includes: (1) transformation which encompasses the 
stimulation for change and integrating other stakeholders regarding new developments within 
healthcare, (2) execution as having vision and the ability to translate strategy into achieving 
optimal organisational performance, and (3) people by creating a conducive climate within the 
work environment that provide a platform for employees to achieve personal and organisational 
success. Eleven items describe execution, seven describe transformation and eight describe 
people. 
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Table 4.3: Descriptive statistics for the competencies of leadership model   
T TEST Levene's Test for 
Equality of Variances 
  Sector Cases Mean Std Dev F Sig. 
Accountability Private 29 13.90 1.145 0.059 .808 
  Public 60 13.73 1.133     
Achievement orientation Private 29 12.07 1.963 1.842 .178 
  Public 60 12.47 1.631     
Analytical thinking Private 29 12.14 2.401 4.956 .029 
  Public 60 13.12 1.427     
Change leadership Private 29 12.97 2.353 2.669 .106 
  Public 60 13.25 1.558     
Collaboration Private 29 17.55 2.308 1.564 .214 
  Public 60 17.77 2.053     
Communication Private 29 11.55 2.473 4.366 .040 
  Public 60 12.42 1.749     
Community orientation Private 29 11.59 2.514 1.887 .173 
  Public 60 11.83 2.101     
Financial skills Private 29 13.17 2.346 5.088 .027 
  Public 60 13.30 1.533     
Human resource management Private 29 13.52 1.479 0.958 .330 
  Public 60 13.58 1.67     
Impact and Influence Private 29 12.55 1.92 2.928 .091 
  Public 60 12.73 1.313     
Information seeking Private 29 12.86 1.747 0.786 .378 
  Public 60 12.73 1.645     
Information technology management Private 29 12.03 2.079 3.243 .075 
  Public 60 12.92 1.608     
Initiative Private 29 12.72 2.25 1.845 .178 
  Public 60 12.85 1.645     
Innovative thinking Private 29 12.86 2.031 17.91 .000 
  Public 60 13.43 1.095     
Interpersonal  understanding Private 29 12.48 2.148 0.551 .460 
  Public 60 12.88 1.718     
Organisational  awareness Private 29 12.28 2.282 4.517 .036 
  Public 60 12.42 1.587     
Performance  measurement Private 29 13.24 1.683 2.130 .148 
  Public 60 13.23 1.32     
Process  management Private 29 13.07 1.58 1.400 .240 
  Public 60 13.25 1.31     
Professionalism Private 29 13.41 1.452 1.529 .220 
  Public 60 13.30 1.28     
Project management Private 29 12.07 2.329 3.861 .053 
  Public 60 12.52 1.652     
Relationship building Private 29 12.66 2.38 8.769 .004 
  Public 60 12.68 1.242     
Self  confidence Private 29 12.03 2.368 4.048 .047 
  Public 60 12.45 1.489     
Self  development Private 29 12.62 2.025 2.962 .089 
  Public 60 12.78 1.508     
Strategic orientation Private 29 13.03 1.822 3.242 .075 
  Public 60 13.08 1.319     
Talent development Private 29 13.00 1.927 2.395 .125 
  Public 60 12.92 1.394     
Team leadership Private 29 17.45 2.759 11.226 .001 
  Public 60 18.27 1.425     
TOTAL Private 29 338.83 41.534 8.051 .006 
  Public 60 345.92 27.004     
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There was a statistically significant difference in the transformation domain among leaders in 
 the private sector and the public sector,  with p values for the competencies as follows, 
analytical thinking (p<.05), financial skills (p<.05) and innovative thinking (p<.01). The mean 
rank scores for leaders in the private sector were lower than those for leaders in the public 
sector. This means that leaders in the public sector perceived these competencies as more 
important than their counterparts in the private sector. 
 
There were also statistically significant differences in the execution domain among leaders in 
the private sector and the public sector,  with p values for the competencies as follows, 
communication skills (p<.05) and organisational awareness (p<.05). The mean rank scores for 
leaders in the private sector were lower than those for leaders in the public sector. This means 
that leaders in the public sector perceive these competencies as more important than their 
counterparts in the private sector. 
 
Statistically significant differences were found in the people domain among leaders in the 
private sector and the public sector,  with p values for the competencies as follows, relationship 
building (p<.05), self confidence (p<.05) and team leadership (p<.01). The mean rank scores 
for leaders in the private sector were lower than those for leaders in the public sector. This 
means that leaders in the public sector perceive these competencies as more important than 
their counterparts in the private sector. 
 
There was no statistically significant difference in accountability, information seeking, 
performance measurement and professionalism, between leaders in the public sector and the 
private sector (p>0.05, respectively). The private sector reported a higher mean score in all the 
competencies above thus rated them as more important than the public sector. 
 
Most managers were over 30 years old, and 56% of managers are between 30-49 years of age 
and 42% is above 50 years of age. This could have consequences for an already over serviced 
and underfunded health sector in years to come as skills transfers may not occur due to a range 
of factors most notably retirement.  
   
 Of the managers, 38% have less than 5 years experience in their current positions and only 
29% have been longer than 10 years in their current position. The high number of managers 
who have been less than 5 years in their current positions could also affect the efficiency of 
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management and service delivery to the nation. Almost 42% of managers had formal training in 
health care management. Considering that healthcare leaders provide direction and vision to 
organisations to deliver exceptional health services, this finding is very significant. 
 
Mentoring is used mostly by both sectors as a means of developing staff, but as a development 
mechanism it is significantly higher in the private sector than in the public sector. Both sectors 
attend informal training courses; however, more focus is being exercised by the private sector 
(79%) against 53% by the public sector. This also indicates that mentoring is an important tool 
to provide managers with the knowledge, skills and mindset to develop as individuals and 
leaders. 
 
Table 4.4 displays the mean responses regarding how important the 26 competencies were 
perceived to be in relation to effective performance in healthcare management, as compared to 
how important they felt each competency is in their current roles. Most of the participants rated 
each item as important (4) or very important (5) but for many items the entire scale (1-5) was 
utilised. Competencies such as accountability (13.79), collaboration (17.70) and team 
leadership (18.00) were rated highest with community orientation (11.75) receiving a lower 
mean rating, even though each competency was perceived as important to very important. The 
standard deviations are typical (>1.0) for five-point items, indicating that data points are 
clustered closely around the mean. 
 
Managers in the public sector perceived the majority of the competencies as important in 
managing hospitals. The mean score of six out of seven competencies under the transformation 
construct was rated higher by the public sector than the private sector. This indicates that the 
public regard the above cluster as being more important than the private sector. The mean rank 
for the competencies in the execution domain was ten out of eleven for the public sector and 
one for the private sector. The mean score of seven out of eight competencies under the people 
domain was rated higher by the public sector. The results emanating from this study support 
interesting directions for future research. The results will be generalisable with a more 
representative sample size. 
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Table 4.4: Frequencies and averages of competencies         
  N Mean Median Mode 
Std 
Dev Skewness Kurtosis Min Max 
TRANSFORMATION                    
Achievement Orientation 89 12.34 12 12 1.745 -0.968 2.071 6 15 
Analytical Thinking 89 12.80 13 12 1.847 -1.222 2.966 5 15 
Community orientation 89 11.75 12 13 2.232 -0.936 0.315 6 15 
Financial skills 89 13.26 13 15 1.825 -1.369 2.657 6 15 
Information seeking 89 12.78 13 12 1.670 -0.368 -0.356 8 15 
Innovative thinking 89 13.25 13 13 1.479 -0.783 0.693 9 15 
Strategic orientation 89 13.07 13 12 1.491 -0.602 0.640 8 15 
Total 89 12.75 13 13 1.756 -0.893 1.284 7 15 
EXECUTION  
 
                
Accountability 89 13.79 14 15 1.133 -0.670 -0.074 10 15 
Change leadership 89 13.16 13 15 1.846 -1.346 2.601 6 15 
Collaboration 89 17.70 18 20 2.129 -1.031 1.245 10 20 
Communication 89 12.13 13 13 2.040 -1.213 1.815 5 15 
Impact and Influence 89 12.67 13 12 1.528 -0.720 1.094 8 15 
Information tech management 89 12.63 13 12 1.811 -0.660 -0.035 8 15 
Initiative 89 12.81 13 12 1.852 -1.405 3.687 5 15 
Organisational awareness 89 12.37 12 12 1.830 -0.659 1.034 6 15 
Performance Measurement 89 13.24 13 13 1.438 -0.731 0.791 9 15 
Process Management 89 13.19 13 12 1.397 -0.273 -0.709 10 15 
Project Management 89 12.37 12 12 1.897 -0.582 0.193 7 15 
Total 89 13.28 13 13 1.718 -0.845 1.058 8 15 
PEOPLE 
         Human resource management 89 13.56 14 15 1.602 -1.573 3.053 8 15 
Interpersonal understanding 89 12.75 13 12 1.866 -1.122 2.043 6 15 
Professionalism 89 13.34 14 14 1.331 -0.705 0.196 9 15 
Relationship Building 89 12.67 12 12 1.684 -1.178 3.987 6 15 
Self Confidence 89 12.31 12 12 1.819 -1.027 1.285 7 15 
Self Development 89 12.73 13 14 1.684 -0.907 0.613 8 15 
Talent Development 89 12.94 13 13 1.577 -0.831 1.259 7 15 
Team Leadership 89 18.00 18 20 1.983 0.255 4.391 9 20 
Total 89 13.54 14 14 1.693 -0.886 2.103 8 16 
TOTALS 89 369.64 344 372 32.388 -0.482 0.253 248 400 
 
 
 
4.3      Discussion 
 
4.3.1  Introduction 
 
The aim of the current study was to determine whether the NCHL model is applicable in health 
leadership education in South Africa. The response rate, though reasonable, is good given that 
response rates in studies of professional medical leaders using self administered questionnaires 
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are generally poor (Calhoun et al. 2004; Lin Huang, Tseng & Lawler, 2007; Pillay, 2008a and  
Zechner, 2008). 
 
 The higher response rate of the public sector, when compared with the private sector, was also 
reflected in the survey done by Pillay (2008b). Although a process of approval must be 
followed, hospital managers from the private sector seem to have greater autonomy to 
participate in surveys. However, one of the major private sector hospital groups declined to 
participate in this study indicating that they are using a competency model to good effect and 
that the exposure to another model could have negative consequences (Walters, 2013). 
 
The similarity in responses from the respondents suggests that non response bias was minimal 
and the sample was therefore representative of all hospital managers in South Africa. Hospitals 
in the public sector were predominantly managed by medical superintendents or clinical 
managers. Based on the evidence presented there appears to be a noticeable change in terms of 
the professional background of the respondents. This suggests that leadership of hospitals in 
South Africa is moving towards general managers with a background in commerce or 
management and this shift is keeping with the strategy envisaged by the health ministry (Pillay, 
2008b). 
 
Of the hospital managers, 41% have less than 5 years experience in their current positions in 
the public sector. This is of great concern as a huge majority of managers are inexperienced and 
this could affect the efficiency of health system delivery. Comparatively, 42% of public sector 
managers were over 50 years of age while 45% were older than 50 in the private sector. This 
has implications in terms of natural attrition and the replacement of these managers will be 
costly in terms of development. This suggests that the aging workforce in the private sector is 
greater than the public sector and could put the future sustainability of the health sector at risk. 
Equally important is the need to double the number of medical graduates and improve the 
retention of healthcare professionals.  
 
Health care management capacity building is of critical importance to strengthen health 
systems in any country (Kebede et al. 2010). Enhancing hospital management capacity is 
particularly important as future stability and sustainability are dependent on it (Pillay, 2008a). 
The fact that public sector managers indicated high importance in all of the competencies 
suggests that they believe they need the requisite management skills for future success and 
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sustainability. This acknowledgement could pave the way forward in realising the 
reconceptualisation of the public sector into a more customer oriented service and it further 
suggests that public sector managers need more training in management skills (Pillay, 2009). 
 
Public sector management reported that they were more likely to have attended formal training 
in health management, but rated four competencies lower than private sector managers. The 
reasonable conclusion could be that current formal programs are either not appropriate or do 
not fully meet the needs of public sector managers. This is supported by the fact that the 
minister of health launched the academy for leadership and management in 2012 in an attempt 
to transform the way quality management and leadership are produced.   
 
The majority (67%) of public sector managers indicated that they were anticipating completing 
or undergoing future training significantly more than their counterparts. This could imply that 
current health systems’ training is not adequate to fulfil the needs of health practitioners. 
Significant differences exist in age, years of experience and the need for future training. This 
could indicate that even older and more experienced managers feel they no longer require 
training and education. It is a common fact that public health institutions are being managed by 
doctors with limited managerial skills. A study was conducted to assess and evaluate the 
competencies required of hospital managers in the public sector in 2012 (Human, 2012). This 
identified many weaknesses in management competencies and skills which prompted the 
department of health to establish an academy for leadership, to train and develop doctors that 
are currently occupying managerial roles and those that wish to enter into hospital 
management. Pillay (2008b) suggests that there is a perceptible shift in the leadership of 
hospitals towards general managers with a background in commerce or management. As from 
2013, public hospital managers will have to be trained on how to manage public healthcare 
facilities. This initiative is aimed to address the skills gaps at all levels of clinical and hospital 
management. 
 
The health sector faces unprecedented demands and is continuously being challenged. It 
necessitated that to mitigate these challenges within its environment, leaders must be equipped 
with the required competencies for sustainability. Development of its leaders has become of 
paramount importance to ensure that long and short term strategies are achieved (Amagoh, 
2009). The development of leadership is of particular importance in private health care. Three 
of the major private hospital groups accentuate leadership skills for management. Netcare 
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(2014), states that today’s business leaders must not only have the knowledge, technical skills 
and management competencies required to be successful in their roles, but must also be able to 
achieve a balance between technical skills and business acumen. They are engaged in 
continuously developing the skills of their people through targeted training initiatives at every 
level of their business. They are also active in the broader healthcare sector in increasing the 
number of skilled healthcare and related professionals on a national basis. 
 
 Mediclinic (2014:3) states that it remains committed to excellence through continual 
professional development in addressing the training needs of a changing and growing health 
sector. A lot of investment is going in to develop its staff members to ensure that quality and 
effective care is exercised. Life Healthcare (2014) maintains that it views its responsibility to 
contribute to the national pool of skills seriously, especially in the fields of nursing and health 
services. The courses they offer are accredited and they work very closely with the Nelson 
Mandela Metropolitan University. It appears that both sectors have seen the significance of 
competency programs and as such have put training and professional development at the 
forefront to strengthen its workforce.   
 
There is a statistically significant difference (p<0.01) in how the public and private sector have 
rated the competency ‘team leadership’. Couper and Hugo (2005) argue that healthcare will be 
best delivered when different parts of the health system work in teams. This finding is 
significant since the public sector is experiencing severe staff shortages which could place a 
bigger reliance on cross functional teams to achieve critical tasks. This supports the findings of 
Couper and Hugo (2005) that teamwork is a critical success factor in the management of 
hospitals. The value of teamwork cannot be underscored and should be encouraged to achieve 
organisational goals and build motivation. Both sectors recognise the importance of informal 
training and development (mentorship, non certified course and in service training) as a 
mechanism to improve competencies and skills of its workforce for long term sustainability. 
This indicates that they realise the potential and benefits that can be derived from these 
programs to stimulate growth and career development. Furthermore, it can be used to reduce 
the skills gap or the lack of skills experience in disciplines such as finance, conflict 
management, change management, information systems and understanding management 
(Balderson & MacFadyen, 1994). This supports the finding of Pillay (2008a) that it appears to 
derive greater benefit from more informal approaches to management development which 
includes, coaching, mentoring and in-house courses. 
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Mentoring is regarded as the key to develop leaders within the health system and at the same 
builds competent leadership skills (Schroeter, 2008). This is supported by Owens and Patton, 
(2003) who observed that mentorship builds leaders. In addition, Doherty, Couper, Campbell 
and Walker (2013) argue that leadership can be learnt and observed as it is achieved through 
‘teaching, socialising, providing opportunity, sponsoring, coaching, guiding, protecting, 
advising and counselling, encouraging, inspiring, challenging, role modelling and befriending. 
The high value placed on mentoring supports the premise that it has beneficial consequences 
for individuals and organisations (Schroeter, 2008). 
 
 The ‘people construct’ which refers to the organisational climate and energetic work 
environment includes the following competencies; human resource management, interpersonal 
understanding, professionalism, relationship building, self confidence, self-development, talent 
development and team leadership, and was rated highest by the public sector. The ‘people 
construct’ indicates that public sector managers regard its importance as significantly higher 
than private sector managers, except for the competency ‘professionalism’ where there was no 
statistically significant difference in the level of importance. The high value placed on people 
management skills reinforces the fact that health care is a human system and supports the 
findings of Pillay (2010), that teams and teamwork are critical success factors in the 
management of hospitals. The high ranking of the people domain is confirmed in a study by 
Guo (2003), that senior managers in health care organisations require human relations skills, 
essential in the rapid changing environment. 
 
The high importance associated with the competency professionalism could be that it is 
generally regarded as a positive attribute. Professionalism can lead to attempts to influence 
management decisions to maximise benefits for all (Green & Collins, 2003). The high ranking 
of professionalism contradict those of similar studies conducted in more developed nations and 
locally such as America and South Africa (Calhoun et al. 2004; Lin et al. 2007; Zechner, 2008; 
Pillay, 2009). It is imperative that the healthcare organisation is managed with the highest 
levels of integrity, openness, trust and honesty. The high ranking also suggests that leaders are 
consistently adhering to professional and ethical standards. In light of the many and significant 
challenges that health sectors face, it is very encouraging to see the relative importance 
attached to this competency. Shewchuk et al. (2005) identified healthcare operations 
management, patient focus, political, legal and ethical concerns, financial and economic issues 
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and medical and physician relationships as critical components for competent healthcare 
executives. It further suggests that it is a core competency for leaders. According to the 
American College of Healthcare Executives (ACHE) (2011) the growing pressures facing the 
healthcare environment have placed it under a considerable amount of stress and as a 
consequence ethical concerns and conflict are intensified. 
 
 It is important to note that ranking of these competencies by managers was purely subjective 
and based on self assessment, which was not externally validated. It may have been influenced 
by the respondents’ lack of knowledge of the topic and therefore a lack of confidence in being 
able to rate the items, or it may have been based on self-evident knowledge gaps. The 
competencies listed may also not have fully reflected the scope of hospital management. 
However, despite these limitations, the study has important theoretical and practical relevance 
for the improvement of health management capacity in South Africa. As the competencies of 
the public managers are higher than those of the private sector, it may be deduced that 
managers in the public hospitals received adequate training and therefore fewer want to do 
further training. 
 
Interesting thinking emerged as the competency ‘innovation’ yielded a strong statistical 
significant difference (p<.01) between the private and the public sector. This begets the 
question whether innovation translates into implementation and delivery of healthcare. It is 
argued that these skills must be developed as innovations are critical within the organisation. 
According to Porter O’ Grady and Malloch (2011), innovation is about rethinking and re-
creating healthcare methods of care delivery and includes diagnostic approaches and 
communication methods. The current era in which hospitals operate, demands that leaders acts 
decisively, perform optimally, and go global sooner than later. Innovation is mandatory to the 
success of healthcare organisations and technological advances and systems today are 
continuously altering the delivery of healthcare services and should be embedded in the culture 
or organisations (Cassey, 2007). Innovative thinking might be delayed in the public sector due 
to formal rules and bureaucracy which might retard the quest of implementation. Indeed, the 
slow pace and stagnation of health systems delivery is corroborated by the finding of Pillay 
(2008a; 2010). 
 
 
 
 
 
 
 
78 
 
4.3.2  Importance of competencies 
 
In the group, the competency domain ‘people’ was ranked as the most important competency 
category by both sectors, followed by ‘execution’ and ‘transformation’ respectively. All of 
these domains were ranked as highly important as the mean was greater than 4. This finding 
underlines the validity of the measurement as all competencies are ranked high and therefore 
are of value for managers. The finding that public and private health managers rated the 
importance of the competencies similarly suggests that managers in both the sectors require 
similar skills sets for optimal performance. This contradicts the commonly held view that there 
are distinct differences between sectors which required different competencies.  
 
 The competency ‘accountability’ was rated higher in terms of importance by the private sector. 
This competency is in the execution domain of the NCHL model and is labelled as the ability to 
hold people accountable to standards of performance or ensure compliance using the power of 
one’s position or force of personality appropriately and effectively, with the long-term good of 
the organisation in mind. This competency appears to be of paramount importance to anyone in 
a leadership role. The difference might be driven by policy, reward systems and financial 
stability which is characterised by the private and public sector. This is supported by Thach and 
Thompson (2007) who state that private sector organisations have a tendency to emphasise the 
importance of responsibility and accountability and less emphasis is being put by the public 
sector. They further posit that the public health sector predominantly focuses on building 
partnerships and is driven by political agendas.  This finding also suggests that management is 
primarily about monitoring and evaluating the optimal utilisation of resources as well as 
ensuring that goals are met. 
 
The relatively low ranking accorded to the importance of ‘community involvement’ is not 
surprising considering that the competency concerns the ability to align one’s own and the 
organisations’ priorities with the needs and values of the community. Furthermore, this is 
embedded in the policy of primary health care in South Africa and as Muldoon, Daltrouge, 
Hogg, Russel and Shortt (2010) pointed out, community orientation is an important dimension 
of primary care. They further argue that community orientation seems to be very difficult to 
achieve in practice. In addition, the importance of engaging the community in terms of future 
and present health needs cannot be ignored. There is no doubt that managers know the value 
that community orientation offers, but often seem cautious about wide community involvement 
 
 
 
 
79 
 
as it may create expectations (Moosa, 2006). The study confirms the finding of Calhoun et al. 
(2004). 
 
Both sectors ranked the competency ‘information technology’ as being important (12) to very 
important (15). This suggests that respondents accepted the advantages of information 
technology and acknowledge the importance of information systems as key drivers for efficient 
and effective health delivery. According to Contino (2004), information technology is one of 
the competencies that are required to achieve leadership within healthcare. This is supported by 
Bush (2014) who argues that access to information allows leaders to provide up-to-date 
information and make informed decisions.  
 
In terms of the competency ‘financial skills’, both sectors ranked this competency as very 
important. However, the mean ranked scored by the private sector is lower than for the public 
sector. An interesting finding that emerged in the study was the fact that on the competency 
financial skills, there was a statistically significant difference with the mean value being higher 
in the public sector than in the private sector. This is interesting given that financial skills are 
characteristics of the private sector. Thach and Thompson (2007), state that the private sector is 
managed in the context of shareholder value and profit driven strategies in comparison to the 
public sector that focuses on community value and social achievement. Based on the above, it 
was expected that the respondents from the private sector were more likely to place greater 
importance on financial skills as it relates to reducing costs, being corporate thinkers than were 
respondents from the public sector. Furthermore, most respondents from the private sector are 
part of a conglomerate, which typically places more emphasis on these activities (Thach & 
Thompson, 2007).  
 
The relative importance associated with the competency ‘financial skills’ can be attributed to 
the fact that leaders with limited financial skills are entering the private sector and can be 
influenced by the number of respondents. Furthermore, if managers or leaders ranked a 
competency low it does not necessarily mean that they did not value the competency, but rather 
that the competency was not as important as other competencies in their current position, role 
and responsibilities, since managers are responsible for budgeting and staffing across multiple 
units in today’s health environment. This further indicates that public sector managers exhibit 
the requisite competencies in developing and managing financial resources within the sector. 
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However, given the small sample size in the private sector relative to the public sector, this 
suggests that further research be undertaken with better representivity in the private sector.  
 
Differences between sectors were also discovered on some competencies as illustrated in table 
4.4. Although these differences are not large, a higher percentage of public sector leaders 
selected analytical thinking, communication skills, financial skills, innovative thinking, 
organisational awareness, relationship building, self confidence and team leadership 
competencies compared to the private sector. This may suggest that public sector managers are 
working in a more challenging environment or that they are indeed less prepared to execute 
their responsibilities than their private sector counterparts (Pillay, 2008b).  
 
These differences could be driven by the different reward systems characterised by the private 
and the public sector. There might also be sector-based differences in leadership competencies 
which emanate from the apparent differences between the sectors themselves (Thach & 
Thompson, 2007). Further to this, there are clear distinctions in the private and public sector in 
terms of goals, structure, accountability, budgets and ownership (Thach & Thompson, 2007).  
 
From the data, it is evident that leaders reported on competencies that are important to them in 
their current and future roles and functions, especially those relating to personal qualities. 
Although it is clear that the majority of the twenty six competencies are not statistically 
significantly different there is a difference in the scoring in these categories. Eight of the 
competencies yielded statistically significant differences between the sectors and requires 
further research. This could be attributed to and may have been influenced by the sample size.  
 
 
The National Center for Healthcare Leadership (2006:36) defines the construct ‘people’ as 
“creating an organisational climate that values employees from all backgrounds and provides 
an energising environment for them and includes leaderships’ responsibility to improve his or 
her capabilities and the capabilities of others”.  Thus, people related competencies equipped 
managers with skills to energise employees by creating an optimal organisational climate and 
by inspirational leadership (Pillay, 2010). Results from the survey demonstrate that hospital 
managers as a group felt that the competency construct ‘people’ was the most important 
competency followed by ‘execution’ and ‘transformation’. All of these competencies were 
ranked as highly important as the mean scores were over 12. This finding underlines the 
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validity of the measurement as all competencies were ranked high and therefore is of value for 
hospital managers. 
 
Gundling (2003) argues that the single greatest cause is not so much a lack of technical 
expertise or hard work but the lack of people skills. The study corroborates the findings of 
Pillay (2008a; 2010) that people skills are perceived as the most valuable and most important 
competencies by hospital managers in South Africa. It reinforces the fact that healthcare is a 
human resource system and that a new economy approach, coupled with team work are 
essential in the management of health (Guo, 2003; Pillay, 2008b).  
 
Transformation competencies endowed managers and leaders with strategic skills to envision 
and inspire new models of healthcare and wellness (Pillay, 2010). Healthcare leaders must be 
able to communicate to others their vision of the future and bring as much energy and 
commitment to the reformation of the healthcare system as possible (Porter O’ Grady & 
Malloch, 2011). The results of the study also demonstrate that the competency construct 
transformation is ranked relatively lower than people and execution. This does not mean that 
the competency is not important but could be attributed to the current situation and functions 
performed by the respondents.  
 
According to Porter O’ Grady and Malloch (2011) transformation will lead to the end of the 
curative model of healthcare delivery and regard transformation as a cornerstone for the future 
of health care. For transformation to occur, there must be a fundamental shift in thinking, and 
hospital managers play an essential role in achieving the transformational objectives and they 
have to embrace, as well as implement principles of diversity, inclusiveness, equality and 
affirmative action (Pillay, 2010). It requires an environment in which creativity and change are 
embraced to bring forth new and different ways in which services are provided and practiced. 
Human resource/ leadership development is increasingly being recognised as being essential in 
improving health service delivery and health sector transformation (Lehmann & Sanders, 2002 
and Hewison & Griffiths, 2004). Porter O’Grady and Malloch (2011) assert that one of the 
most important tasks of healthcare leaders is to communicate their vision, not just by words, 
but by behaviour. This will lead to others being energised and striving to adapt to their roles 
and environment.   
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Execution competencies enabled managers to translate strategies into performance to achieve 
strategic objectives. The high value placed on the construct ‘execution’ suggests that managers 
are committed to strategy implementation and change and that they have the confidence in their 
ability to execute. For successful strategy implementation, Ehlers and Lazenby (2007) state that 
it requires various drivers, such as organisational culture and structure, reward systems, 
leadership and resource allocation. Efficient and effective health systems functioning are 
dependent on the capacity of managers of hospitals. Pillay (2008b and 2010) highlight and 
identified the lack of capacity of managers as impediments for policy and strategy 
implementation in the health sector in South Africa.  
 
According to Rispel and Moolman (2010), this remains one of the biggest challenges in South 
African health sector. The severe shortage of skilled personnel, together with limited resources 
in the public sector, could adversely affect policy implementation. This will impede the ability 
of managers to effectively and efficiently perform their tasks (Harrison, 2009). The high 
ranking suggests that they have the potential to improve service delivery and transform the 
public sector into an effective and efficient service. The high ranking also suggest that these 
competencies will be high on the agenda of future development and training programs aimed at 
leadership as the responsibility lies with all levels of management. 
 
4.4   Conclusion 
 
In this chapter, the most salient findings which were reported relative to the hypotheses which 
were generated were presented. Univariate and multivariate statistical analyses were conducted, 
along with presentation of measures of central tendency and variability for both the 
biographical characteristics of the sample, as well as for the NCHL competencies which were 
being validated. The competencies were tested using chi-square analysis to determine the 
relationship with biographical characteristics of the sample. Moreover, t-tests were conducted 
to determine whether there were statistically significant differences in the importance attached 
to the 26 competencies for respondents in the public and private sectors. 
 
While the results provide support for the NCHL competencies, the results are of a somewhat 
tenuous /tentative nature due to methodological shortcomings, highlighted in the research. 
Nevertheless, the findings provide impetus for future researchers to pursue this area. 
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Chapter 5:  Summary, Conclusions, Limitations and Recommendations 
 
5.1  Summary 
Murray and Verwey (2004) maintain that leadership is the central ingredient to the way 
progress is created and the way organisations develop and survive in a changing environment. 
Indeed, leadership has become the most critical issue in business today since leadership can 
steer organisations through turbulent times, adapt to change and provide the vision to create 
and sustain wealth in the future (Daft, 2010).  
 The uncertainty and ambiguity that impact businesses in general, demands new and innovative 
paradigms of viewing the world. The outdated notion of bureaucratic management needs to be 
replaced by a knowledge based paradigm as it will allow organisations to adapt to changing 
conditions with speed and flexibility (Uhl-Bien, Marion & McKelvey, 2007). As such 
managers need to transform competencies as the traditional technical competencies in terms of 
managerial functions are no longer enough in today’s competitive landscape which is driven by 
technology and innovation (Murray & Verwey, 2004) 
 According to Stoller (2008) healthcare leaders should develop and acquire essential managerial 
skills to accomplish effective healthcare systems. He further argues that programmes that 
outline specific competencies be adopted for managing healthcare organisations and that these 
competencies be mandatory. Therefore, health development programmes should form part of 
the curricula. However, due consideration must be exercised as the role of health leaders is very 
complex and requires an alignment between the needs of the individual and organisation 
(Jennings, Scalzi, Rodgers & Keane, 2007). This view is supported by Calhoun et al. (2002) 
who highlight the challenges facing educators in the examination and revision of current 
curricula to ensure that course content assists students to acquire the competencies they need to 
succeed in their positions. In the context of the current research, it may be seen that, in essence, 
leadership in both the public and the private sectors reported all the competencies as important 
to very important. This emphasises the importance of leadership competencies for effective and 
successful health outcomes.  
 The importance assigned to the competencies by both sectors suggests that there is a need to 
enhance the skills set of healthcare leaders. This corroborates the findings of Pillay (2008a), 
who proffers the view that there is a lack of management capacity in both sectors, and that 
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additional attention should be accorded to managerial and organisational development, training 
and learning. 
 The current research further found differences in the way the survey between the sectors were 
answered. The public sector regarded all the constructs as more important than the private 
sector. Accountability and team leadership were ranked the most important competencies by 
both sectors with community orientation the least important. This suggests that leaders foster a 
culture of accountability as a means of improving health systems delivery. It is long regarded 
that for effective and quality service delivery, team work is an essential determinant.    
Thus, competition, changes in technology, globalisation and economic crises require different 
ways of communication, working with teams within and across organisation boundaries both 
physically and virtually, and are bound to pose different demands on managers. Thus even 
organisationally derived competencies as generalised statements about managerial and 
leadership work in that particular organisation are bound to result in adjustments in both the 
content of a competence and its level of priority. It is doubtful that any framework of 
management or leadership can fully account for a process of managing and leading that must 
remain ‘inherently problematic’. 
 In terms of the applicability of the NHCL model (2006), the majority of the respondents found 
it to be applicable within a developing country context. All the competencies in the NHCL 
were considered important to very important for success in healthcare management. Both 
sectors found that the NCHL model (2006) provides a comprehensive framework that they 
could use in their training and development. Moreover, they regarded the NHCL competencies 
as being significant predictors for leadership and management competencies for health leaders.  
In the public sector there is more recognition of the need to work across boundaries, creating 
partnerships and networks between agencies. Brookes and Grint (2010: 3) refer to this as “new 
public leadership” with a clear implication for a collective leadership approach. 
Competencies can offer a language which describes effectiveness in an organisation and as a 
consequence, throughout an organisation, common understandings can be gained of those 
attributes that relate to good leadership or planning. Competencies allow for a more consistent 
way of assessing people. It is not surprising therefore that leadership and management 
competencies are probably the foremost models for assessing and developing managers. 
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Salaman, Storey & Billsberry, (2005) concluded that leadership and management competencies 
are widely used in organisations to define or redefine management performance.  
 It appears that a shift has taken place from medical superintendents towards general managers 
with a commerce and or management background (Pillay, 2008b). The requirement for further 
training suggests that current formal programmes are not adequate to meet the needs for 
hospital managers. Due to the nature of the health care environment and the duties of hospital 
managers, a wide range of skills and competencies are needed to effectively manage hospitals 
for successful hospital outcomes. Van Rensburg (2012) stated that 20% of Chief Executors 
Officers is capable of managing a hospital and that more than a medical degree or background 
is required to run hospitals competently.  
 Both the private and public sector address numerous leadership and management competencies 
either directly or indirectly in their curricular recommendations and standard statements. It also 
corroborates the view that the role of health leaders is expanding and the skills sets regarded as 
immense (Jennings et al. 2007). 
 5.2 Conclusion 
 Given the increasingly turbulent and challenging nature of the business environment, 
characterised by rapid technological change, global competition, deregulation of markets and new 
consumer aspirations, there is a growing need for a new breed of manager. He or she must not 
only be competent in such things as planning, problem-solving, decision-making and controlling, 
but must at the same time be capable of bringing about radical change in organisational cultures. 
In other words, he or she must be able to exercise leadership as well as manage competently 
(Syrett & Hogg, 1993).  However, within the context of modern organisations, managerial work is 
undergoing such enormous and rapid changes that managers will need new competencies and 
skills to cope with these changes. In short, leadership is more difficult, yet more critical than ever 
(Yukl, 2006). 
All too often leadership is seen as a process of simply making decisions, issuing instructions, and 
making sure that the job gets done by using an appropriate reward or punishment. There is a 
widespread belief among managers that they are there to do the thinking rather than the doing. 
However, true managerial leadership lies in the ability to bring out the best in subordinates (Mohd-
Shamsudin & Chuttipattana, 2012). 
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Charlton (2000: 60) portrays leadership as encompassing "the competencies and processes 
required to enable and empower ordinary people to do extraordinary things in the face of 
adversity, and constantly turn in superior performance to the benefit of themselves and the 
organisation". Bennis and Nanus (1984) emphasise the importance of fostering creative change 
through a vision by creating a meaningful work context, communicating the vision, developing 
trust, and effectively managing of the self, thereby empowering subordinates. Senge (1990) 
emphasises the creation of learning organisations by emphasising vision, alignment of purpose and 
personal mastery and responsibility to effect change. 
 It is for this reason that leadership has emerged as one of the most important business 
requirements at a time of permanent discontinuity. The intricate nature of health systems creates 
many leadership challenges. Healthcare leaders are expected to lead their organisations with 
high levels of competency, integrity, honesty and care. They further have to respond to distinct 
features of their industry in an attempt to promote excellence in quality care and patient 
satisfaction. Research suggests that the introduction of the NCHL model is likely to have a 
significant impact on the way in which healthcare leaders are trained, developed and recruited 
in the 21
st
 century. 
 The current study presents essential competencies for senior level managers within hospitals in 
South Africa. With unprecedented challenges that the health sector face, it has become critical 
that managers are equipped with the necessary competencies for successful health systems 
delivery. It is also important to ensure that the skills are relevant and contemporary. This 
research presents important information to health leaders to align existing programmes to 
include the findings in their curriculum development. The study confirms the supposition of 
Pillay (2008b), in his call for greater attention to leadership skills. The findings validate the 
applicability of the NHCL model for health leadership in a developing country context. 
 While it remains imperative that effective leaders must be able to exercise managerial functions 
such as planning, budgeting, scheduling work and monitoring performance against targets, they 
must also be able to function effectively within the inevitable constraints imposed by organisation 
structure and by the operating conditions derived from the organisation's environment.  
A corollary of this is that, if it is accepted that training and development for leadership is vitally 
important, and that leadership performance can be improved by training and development, then 
appropriate and effective learning methods must be developed. This could be through a process of 
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action learning (practicing leadership, observation/modelling and developmental counselling).  
Additionally, mentoring and coaching could significantly contribute to the development of 
appropriate leadership competencies.  
 In the final analysis, while some tentative conclusions may be drawn about the suitability of 
the model for health sector leadership, ongoing training and education become vital in order to 
the many and varied challenges confronting health leadership. It is possible that there is due 
consideration of the critical factors identified in the model, along with any qualitative 
information that may not be addressed in the questionnaire, could promote the development of 
appropriate competencies which can be developed within both the public and private sector and 
hence contribute to enhanced service delivery.  
5.3  Limitations 
 While the theoretical and practical significance of the NCHL competency model has been 
investigated in the current research, some of the methodological shortcomings need to be 
addressed. One of the most noteworthy limitations of the study was the subjective nature of the 
appraisal of the items which were being assessed. The NCHL competencies did not comprise of 
an exhaustive list of competencies but merely provided a heuristic framework within which to 
determine these leadership competencies within the private and public sector organisations 
which were solicited to participate in the research.  
The findings may not be generalisable beyond the population segment and study context. The 
relatively small sample and the single institutional nature of the sample could limit the 
generalisability of the conclusions due to the relatively low response rate. The competencies of 
the managers were self- reported, rather than independently assessed. There is also a constraint 
on the numerous questions in the survey (around 80 items). One of the largest private hospital 
groups declined access to participate which impacted on the generalisation of the study as the 
sample was drawn within the Western Cape only. 
The instrument is a self-reported instrument, which could potentially lead to an expansion in 
relationships and values of the data. However, this has been pre-empted by carefully selecting a 
well-designed questionnaire that takes this type of concern into consideration. A cross-sectional 
study was done, due to time constraints and the inherent problem that may exist when 
conducting a cross-sectional study is that while the aim is to understand processes that occur 
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over time, the conclusions will typically be based on observations made at only one time. In 
order to overcome this limitation, the study should be repeated to confirm the results. 
Quantitative methods were used to gather information. A method where both qualitative and 
quantitative methods, also known as triangulation could have been used to validate the findings 
or data collected. Under-representation of certain respondent groups could impact on the 
generalisability of the findings.  
5.4  Recommendations 
 Given the aforementioned limitations, recommendations and directions for future research can 
be made. Similar research designs need to be replicated for larger samples and for different 
levels of managers. The same instrument could be sent to all managers in healthcare settings, 
instead of exclusively to senior level managers.  
A larger sample will enable generalisation and therefore a larger study at national level should 
be undertaken. Furthermore, private medical organisations need to be solicited to participate in 
future studies. The NCHL model needs to be further tested and validated given the relatively 
low response rate and the non-participation of one of the largest constituencies within this 
sector.   
Further refinement of the questionnaire, and validation with a national sample would enhance 
the scientific merit of the research which was undertaken. The usage of triangulation combined 
with complementary methods may result in a different result. It would be interesting in future 
research to assess if a larger sample is used, and if the results produce the same or similar 
results.  
Ideally a proportioned stratified random sample should be used which would help to eliminate 
sampling bias. The major objective of this research by validating the NCHL model was to help 
senior health leaders and academics develop strategic leadership programs in transforming 
healthcare delivery. It therefore requires policy makers to put proper programs in place to 
develop essential skills needed by managers and leaders. 
Future research needs to involve a larger and representative sample of participants drawn from 
several different organisations. In addition, future research should incorporate longitudinal 
designs to permit examination of causal directions and reciprocal relationships.  
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The measures to determine competencies may need to integrate both quantitative and 
qualitative methodologies to capture some promising constructs and mechanisms that may be 
difficult to assess through traditional survey methods. More rigorous approaches using non 
linear and interactive mechanisms should be encouraged to facilitate further development of the 
model. Further research may augment the understanding of constructs that impact on health 
systems delivery. Larger, more heterogeneous samples should be tested and cross-validated 
with the results presented in this study.  
Significant differences in some of the competencies between the sectors suggest that greater 
collaboration is needed to increase overall capacity of the healthcare system. Furthermore, 
leaders must take the responsibility to improve their leadership and management skills. 
Several hypotheses, which emanated from a comprehensive review of available literature, were 
generated in order to determine whether the NCHL model is applicable in health leadership 
education in South Africa. Some of the most salient findings which emerged with respect to the 
hypotheses which were tested suggest that leaders in the public sector evaluated analytical 
thinking, financial skills, innovative thinking (transformation domain), communication skills 
and organisational awareness (execution domain), relationship building, self-confidence and 
team leadership (people domain) to be more critical competencies for leaders in the public 
sector relative to leaders in the private sector.  
Although no statistically significant differences could be found in accountability, information 
seeking, performance measurement and professionalism between leaders in the public sector 
and the private sector, the private sector regarded the aforementioned competencies as more 
critical than did the public sector. Nevertheless, the results in the study lend credence to the 
view that the NCHL model provides an appropriate framework within which to understand 
health leadership competencies.  
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                   Annexure 2 
 
Dear Respondent 
 
Instruction Letter      September 2012 
 
 
Questionnaire on the competencies for health leadership. 
 
 
Instruction 
 
1. Please save attached file for completion. 
2. Please ensure that both questionnaires are completed. (1 x biographic and  1 x 
competency ) 
3. Please read all questions carefully and make sure you know exactly what is required. 
4. Answer each question by making a cross in the appropriate block next to the question. 
Please answer all questions. 
5. Please return the completed questionnaires at your earliest convenience. 
6. All results will be aggregated and statistically treated before being incorporated into the 
research findings. 
7. All information will be treated as strictly confidential 
 
 
Ethical consideration 
 
 
All participants will be voluntary and respondents will have the right to withdraw from the 
study if they feel uncomfortable to continue. 
 
Confidentiality will be guaranteed with regard to private and personal information. 
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Annexure 3 
         
 
QUESTIONNAIRE 
              
 
Answer the following questions by making a cross in the appropriate block 
   1 BIOGRAPHIC DETAIL  
                               1.1 GENDER Male   Female   
            
                  1.2 AGE <30   30-39   40-49   50-59   60-69   >70   
    
                  1.3 RACE African   Coloured   Indian    White   Other   ( For research purposes only) 
   
                  1.4 NUMBER OF YEARS IN CURRENT POSITION <5   5-10   >10   
    
                  1.5 HIGHEST QUALIFICATION 
 
Matric   College   University   Other   
    
                  1.6 PRIMARY FORMAL (Certified) QUALIFICATION ( Initial field of study) 
      
        
Yes 
   
No 
     1.6a Medical / Health Related 
    
  
   
  
     
                  1.6b Commerce/ Management related 
   
  
   
  
     
                  1.6c Health Care Management 
    
  
   
  
     
                  1.6d None 
      
  
   
  
     
                  1.7 HAVE YOU HAD ANY FORMAL( Certified) TRAINING IN HEALTH CARE MANAGEMENT 
   
 
(subsequent to primary formal education) 
                             
        
Yes 
   
No 
     1.7a Certificate 
      
  
   
  
     
                  1.7b Diploma 
      
  
   
  
     
                  1.7c Degree 
      
  
   
  
     
                  1.8 HAVE YOU HAD ANY INFORMAL TRAINING IN HEALTH CARE MANAGEMENT 
    
        
Yes 
   
No 
     1.8a Mentoring 
      
  
   
  
     
                  1.8b Non Certified courses 
     
  
   
  
     
                  1.8c In service training( workshops, seminars etc) 
 
  
   
  
     
                  1.9 Number of employees in your organisation 
 
<50   50-99   100>   
    
                  
1.10 Number of employees supervised by you 
  
<20   20-39   
40-
59   >60   
  
                  1.11 Sector 
      
Private   Public   
      
                  1.12 Do you anticipate to attend any health management training programs within the next five years? Yes   No   
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2: HOW WOULD YOU RATE THE IMPORTANCE OF THE FOLLOWING COMPETENCIES FOR 
THE EFFECTIVE MANAGEMENT OF HEALTH SERVICE ORGANISATIONS
Statements
Not 
Important
Somewhat 
important Not sure Important
Very 
Important
1 Implementation of staff development
2 Knowing ones own strengths
3 Take calculated risks
4 Promoting use of information technology in health
5 Coaching and mentoring others
6 Preparation of budgets
7 Over see project
8 Understanding of computer technology
9 Innovative thinking
10 Understanding financial reports
11 Choosing challenging assignments
12 Team Leadership
13 Improve performance of work force
14 Act ethically
15 Prepare a presentation
16 Creating a culture of accountability
17 Finding information on the health industry
18 Understanding organisational structures
19 Speaking and writing clearly
20 Support top performing people
21
Look for future opportunities (for effective management of   health service 
organisations)
22 Setting challenging goals
23 Sensitivity to cultural backgrounds of others
24 Development of creative solutions
25 Understanding organisational stakeholders
26 Recognition of the concern of others
27 Responding to community needs
28 Managing teams
29 The ability to set priorities on a rational basis
30 Facilitating a group
31 Knows ones development needs
32 Provide organisational integrity
33 Define a vision for change
34 Building of network of associates
35 Ability to identify decision makers in organisation
36 Form relationships with key professionals
37 Ability to plan a large scale project
38 Knows factors that effect the organisation
39 Participate in community activities
40 Ability to draw perspectives on long term trends
41 Building team commitment
42 Analyse a problem systematically
43 Sharing a vision for change
44 Self confidence
45 Holding people accountable
46 Break down of a problem into parts
47 Act on opportunities
48 Working cooperatively with each other
49 Development of financial plans
50 Believing in ones own capability to accomplish a task
51 Persuade others to support you
52 Being part of a team
53 The ability to influence others
54 Routinely seeks feedback from others
55 Confrontation of performance problems
56 Encouraging others
57 Ability to understand others
58 Develop strategic plans
59 The use of best practices
60 Holds team members accountable for their contributions
61 The ability to understand the needs of others
62 New ways of thinking
63 Communication with community leaders
64 Improvement of organisational performance
65 Ability to identify individuals who influence decision makers
66 The creation of favourable conditions for the team to succeed
67 The ability to report information accurately
68 Being proactive
69 Motivation to develop talent
70 Promote social responsibility
71 Information technology in health
72 Understanding labour legislation
73 The ability to analyse organisational processes
74 Form relationships with key leaders
75 To identify areas for change
76 The use of financial accounting to report the performance
77 Ability to manage projects
78 The use of measurement systems to set goals
79 Establishment of systems to gain information
80 Understanding organisational governance
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50 Believing in ones own capability to accomplish a task
51 Persuade others to support you
52 Being part of a team
53 The ability to influence others
54 Routinely seeks feedback from others
55 Confrontation of performance problems
56 Encouraging others
57 Ability to understand others
58 Develop strategic plans
59 The use of best practices
60 Holds team members accountable for their contributions
61 The ability to understand the needs of others
62 New ways of thinking
63 Communication with community leaders
64 Improvement of organisational performance
65 Ability to identify individuals who influence decision makers
66 The creation of favourable conditions for the team to succeed
67 The ability to report information accurately
68 Being proactive
69 Motivation to develop talent
70 Promote social responsibility
71 Information technology in health
72 Understanding labour legislation
73 The ability to analyse organisational processes
74 Form relationships with key leaders
75 To identify areas for change
76 The use of financial accounting to report the performance
77 Ability to manage projects
78 The use of measurement systems to set goals
79 Establishment of systems to gain information
80 Understanding organisational governance
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     Annexure 4 
Frequencies        
 
gender 
 
Statistics 
gender   
N 
Valid 89 
Missing 0 
 
gender 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
Male 41 46.1 46.1 46.1 
Female 48 53.9 53.9 100.0 
Total 89 100.0 100.0  
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age 
Statistics 
age   
N 
Valid 89 
Missing 0 
 
age 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
<30 2 2.2 2.2 2.2 
30-39 18 20.2 20.2 22.5 
40-49 32 36.0 36.0 58.4 
50-59 32 36.0 36.0 94.4 
60-69 5 5.6 5.6 100.0 
Total 89 100.0 100.0  
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race 
Statistics 
race   
N 
Valid 87 
Missing 2 
race 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
African 6 6.7 6.9 6.9 
Coloured 29 32.6 33.3 40.2 
Indian 2 2.2 2.3 42.5 
White 50 56.2 57.5 100.0 
Total 87 97.8 100.0  
Missing System 2 2.2   
Total 89 100.0   
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post 
Statistics 
post   
N 
Valid 87 
Missing 2 
post 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
<5 32 36.0 36.8 36.8 
5-10 30 33.7 34.5 71.3 
>10 25 28.1 28.7 100.0 
Total 87 97.8 100.0  
Missing System 2 2.2   
Total 89 100.0   
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qual 
Statistics 
 
N 
Valid 88 
Missing 1 
qual 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
Matric 11 12.4 12.5 12.5 
College 18 20.2 20.5 33.0 
University 57 64.0 64.8 97.7 
other 2 2.2 2.3 100.0 
Total 88 98.9 100.0  
Missing System 1 1.1   
Total 89 100.0   
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medical 
Statistics 
medical   
N 
Valid 68 
Missing 21 
medical 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
Yes 54 60.7 79.4 79.4 
No 14 15.7 20.6 100.0 
Total 68 76.4 100.0  
Missing System 21 23.6   
Total 89 100.0   
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commerce 
Statistics 
commerce   
N 
Valid 51 
Missing 38 
 
commerce 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
Yes 32 36.0 62.7 62.7 
No 19 21.3 37.3 100.0 
Total 51 57.3 100.0  
Missing System 38 42.7   
Total 89 100.0   
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healthcare 
Statistics 
healthcare   
N 
Valid 48 
Missing 41 
 
healthcare 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
Yes 25 28.1 52.1 52.1 
No 23 25.8 47.9 100.0 
Total 48 53.9 100.0  
Missing System 41 46.1   
Total 89 100.0   
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none 
Statistics 
none   
N 
Valid 22 
Missing 67 
none 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
Yes 4 4.5 18.2 18.2 
No 18 20.2 81.8 100.0 
Total 22 24.7 100.0  
Missing System 67 75.3   
Total 89 100.0   
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certificate 
Statistics 
certificate   
N 
Valid 71 
Missing 18 
 
certificate 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
Yes 27 30.3 38.0 38.0 
No 44 49.4 62.0 100.0 
Total 71 79.8 100.0  
Missing System 18 20.2   
Total 89 100.0   
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diploma 
Statistics 
diploma   
N 
Valid 69 
Missing 20 
diploma 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
Yes 19 21.3 27.5 27.5 
No 50 56.2 72.5 100.0 
Total 69 77.5 100.0  
Missing System 20 22.5   
Total 89 100.0   
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degree 
Statistics 
degree   
N 
Valid 60 
Missing 29 
 
Degree 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
Yes 11 12.4 18.3 18.3 
No 49 55.1 81.7 100.0 
Total 60 67.4 100.0  
Missing System 29 32.6   
Total 89 100.0   
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mentoring 
Statistics 
mentoring   
N 
Valid 73 
Missing 16 
 
mentoring 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
Yes 55 61.8 75.3 75.3 
No 18 20.2 24.7 100.0 
Total 73 82.0 100.0  
Missing System 16 18.0   
Total 89 100.0   
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noncert 
Statistics 
noncert   
N 
Valid 80 
Missing 9 
 
noncert 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
Yes 59 66.3 73.8 73.8 
No 21 23.6 26.3 100.0 
Total 80 89.9 100.0  
Missing System 9 10.1   
Total 89 100.0   
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inservice 
Statistics 
inservice   
N 
Valid 86 
Missing 3 
 
inservice 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
Yes 76 85.4 88.4 88.4 
No 10 11.2 11.6 100.0 
Total 86 96.6 100.0  
Missing System 3 3.4   
Total 89 100.0   
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employees 
Statistics 
 
N 
Valid 88 
Missing 1 
employyes 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
<50 9 10.1 10.2 10.2 
50-99 8 9.0 9.1 19.3 
100> 71 79.8 80.7 100.0 
Total 88 98.9 100.0  
Missing System 1 1.1   
Total 89 100.0   
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supervising 
Statistics 
 
N 
Valid 88 
Missing 1 
supervising 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
<20 50 56.2 56.8 56.8 
20-39 14 15.7 15.9 72.7 
40-59 8 9.0 9.1 81.8 
>60 16 18.0 18.2 100.0 
Total 88 98.9 100.0  
Missing System 1 1.1   
Total 89 100.0   
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sector 
Statistics 
sector   
N 
Valid 89 
Missing 0 
 
sector 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
Private 29 32.6 32.6 32.6 
Public 60 67.4 67.4 100.0 
Total 89 100.0 100.0  
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anticipation 
Statistics 
 
N 
Valid 89 
Missing 0 
 
anticipation 
 Frequency Percent Valid Percent Cumulative 
Percent 
Valid 
Yes 62 69.7 69.7 69.7 
No 27 30.3 30.3 100.0 
Total 89 100.0 100.0  
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     Annexure 5 
T-Test 
 
Group Statistics 
 sector N Mean Std. Deviation Std. Error Mean 
AccountTot 
Private 29 13.90 1.145 .213 
Public 60 13.73 1.133 .146 
AchorTot 
Private 29 12.07 1.963 .364 
Public 60 12.47 1.631 .211 
ATTot 
Private 29 12.14 2.401 .446 
Public 60 13.12 1.427 .184 
CLTot 
Private 29 12.97 2.353 .437 
Public 60 13.25 1.558 .201 
CollTot 
Private 29 17.55 2.308 .429 
Public 60 17.77 2.053 .265 
CommTot 
Private 29 11.55 2.473 .459 
Public 60 12.42 1.749 .226 
COrTot 
Private 29 11.59 2.514 .467 
Public 60 11.83 2.101 .271 
FinTot 
Private 29 13.17 2.346 .436 
Public 60 13.30 1.533 .198 
HRMTot 
Private 29 13.52 1.479 .275 
Public 60 13.58 1.670 .216 
ImpactTot 
Private 29 12.55 1.920 .356 
Public 60 12.73 1.313 .170 
InfoTot 
Private 29 12.86 1.747 .324 
Public 60 12.73 1.645 .212 
ITMTot 
Private 29 12.03 2.079 .386 
Public 60 12.92 1.608 .208 
InitTot 
Private 29 12.72 2.250 .418 
Public 60 12.85 1.645 .212 
InnovTot 
Private 29 12.86 2.031 .377 
Public 60 13.43 1.095 .141 
InterTot 
Private 29 12.48 2.148 .399 
Public 60 12.88 1.718 .222 
OrgAwTot 
Private 29 12.28 2.282 .424 
Public 60 12.42 1.587 .205 
PMTot 
Private 29 13.24 1.683 .313 
Public 60 13.23 1.320 .170 
ProcTot 
Private 29 13.07 1.580 .293 
Public 60 13.25 1.310 .169 
ProfTot 
Private 29 13.41 1.452 .270 
Public 60 13.30 1.280 .165 
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ProjMTot 
Private 29 12.07 2.329 .432 
Public 60 12.52 1.652 .213 
RelTot 
Private 29 12.66 2.380 .442 
Public 60 12.68 1.242 .160 
SelfCTot 
Private 29 12.03 2.368 .440 
Public 60 12.45 1.489 .192 
SelfDTot 
Private 29 12.62 2.025 .376 
Public 60 12.78 1.508 .195 
StratTot 
Private 29 13.03 1.822 .338 
Public 60 13.08 1.319 .170 
TalDevTot 
Private 29 13.00 1.927 .358 
Public 60 12.92 1.394 .180 
TeamLTot 
Private 29 17.45 2.759 .512 
Public 60 18.27 1.425 .184 
TOTAL 
Private 29 338.83 41.534 7.713 
Public 60 345.92 27.004 3.486 
 
 
Independent Samples Test 
 Levene's Test for 
Equality of 
Variances 
t-test for Equality of Means 
F Sig. t df Sig. (2-
tailed) 
Mean 
Differenc
e 
Std. 
Error 
Differenc
e 
95% Confidence 
Interval of the 
Difference 
Lower Upper 
Accou
ntTot 
Equal variances 
assumed 
.059 .808 .635 87 .527 .163 .257 -.348 .674 
Equal variances 
not assumed 
  .633 54.94
6 
.530 .163 .258 -.354 .680 
Achor
Tot 
Equal variances 
assumed 
1.842 .178 -
1.008 
87 .316 -.398 .395 -1.182 .387 
Equal variances 
not assumed 
  -.945 47.30
7 
.350 -.398 .421 -1.244 .449 
ATTot 
Equal variances 
assumed 
4.956 .029 -
2.405 
87 .018 -.979 .407 -1.788 -.170 
Equal variances 
not assumed 
  -
2.029 
37.85
5 
.050 -.979 .482 -1.956 -.002 
CLTot 
Equal variances 
assumed 
2.669 .106 -.679 87 .499 -.284 .419 -1.117 .548 
Equal variances 
not assumed 
  -.592 40.27
4 
.557 -.284 .481 -1.256 .687 
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CollTo
t 
Equal variances 
assumed 
1.564 .214 -.444 87 .658 -.215 .484 -1.176 .746 
Equal variances 
not assumed 
  -.427 50.04
0 
.672 -.215 .504 -1.227 .797 
Comm
Tot 
Equal variances 
assumed 
4.366 .040 -
1.902 
87 .060 -.865 .455 -1.769 .039 
Equal variances 
not assumed 
  -
1.690 
42.02
3 
.098 -.865 .512 -1.898 .168 
COrTo
t 
Equal variances 
assumed 
1.887 .173 -.487 87 .627 -.247 .507 -1.255 .761 
Equal variances 
not assumed 
  -.458 47.51
0 
.649 -.247 .540 -1.333 .839 
FinTot 
Equal variances 
assumed 
5.088 .027 -.308 87 .759 -.128 .415 -.952 .697 
Equal variances 
not assumed 
  -.267 39.93
5 
.791 -.128 .479 -1.095 .840 
HRMT
ot 
Equal variances 
assumed 
.958 .330 -.181 87 .856 -.066 .364 -.790 .658 
Equal variances 
not assumed 
  -.189 61.98
3 
.850 -.066 .349 -.764 .632 
Impact
Tot 
Equal variances 
assumed 
2.928 .091 -.523 87 .602 -.182 .347 -.871 .508 
Equal variances 
not assumed 
  -.460 41.10
1 
.648 -.182 .395 -.979 .615 
InfoTot 
Equal variances 
assumed 
.786 .378 .339 87 .735 .129 .380 -.626 .883 
Equal variances 
not assumed 
  .332 52.57
3 
.741 .129 .388 -.649 .907 
ITMTo
t 
Equal variances 
assumed 
3.243 .075 -
2.200 
87 .030 -.882 .401 -1.679 -.085 
Equal variances 
not assumed 
  -
2.013 
44.76
8 
.050 -.882 .438 -1.765 .001 
InitTot 
Equal variances 
assumed 
1.845 .178 -.299 87 .766 -.126 .421 -.963 .711 
Equal variances 
not assumed 
  -.269 42.97
0 
.790 -.126 .469 -1.071 .819 
InnovT
ot 
Equal variances 
assumed 
17.910 .000 -
1.727 
87 .088 -.571 .331 -1.229 .086 
Equal variances 
not assumed 
  -
1.419 
36.08
5 
.165 -.571 .403 -1.388 .245 
InterT
ot 
Equal variances 
assumed 
.551 .460 -.948 87 .346 -.401 .422 -1.240 .439 
 
 
 
 
132 
 
Equal variances 
not assumed 
  -.878 45.90
6 
.385 -.401 .456 -1.319 .518 
OrgAw
Tot 
Equal variances 
assumed 
4.517 .036 -.338 87 .736 -.141 .416 -.968 .686 
Equal variances 
not assumed 
  -.299 41.54
4 
.766 -.141 .471 -1.091 .809 
PMTot 
Equal variances 
assumed 
2.130 .148 .025 87 .980 .008 .327 -.642 .658 
Equal variances 
not assumed 
  .023 45.21
6 
.982 .008 .356 -.709 .725 
ProcT
ot 
Equal variances 
assumed 
1.400 .240 -.571 87 .570 -.181 .317 -.811 .449 
Equal variances 
not assumed 
  -.535 47.23
3 
.595 -.181 .339 -.862 .500 
ProfTo
t 
Equal variances 
assumed 
1.529 .220 .376 87 .708 .114 .302 -.487 .715 
Equal variances 
not assumed 
  .360 49.64
4 
.720 .114 .316 -.521 .749 
ProjM
Tot 
Equal variances 
assumed 
3.861 .053 -
1.044 
87 .299 -.448 .429 -1.300 .405 
Equal variances 
not assumed 
  -.928 42.09
1 
.358 -.448 .482 -1.421 .525 
RelTot 
Equal variances 
assumed 
8.769 .004 -.074 87 .942 -.028 .383 -.789 .733 
Equal variances 
not assumed 
  -.060 35.56
4 
.953 -.028 .470 -.982 .926 
SelfCT
ot 
Equal variances 
assumed 
4.048 .047 -
1.010 
87 .315 -.416 .411 -1.233 .402 
Equal variances 
not assumed 
  -.866 39.05
4 
.392 -.416 .480 -1.386 .555 
SelfDT
ot 
Equal variances 
assumed 
2.962 .089 -.425 87 .672 -.163 .383 -.923 .598 
Equal variances 
not assumed 
  -.384 43.53
8 
.703 -.163 .423 -1.016 .691 
StratT
ot 
Equal variances 
assumed 
3.242 .075 -.144 87 .886 -.049 .339 -.723 .625 
Equal variances 
not assumed 
  -.129 42.67
1 
.898 -.049 .379 -.813 .715 
TalDe
vTot 
Equal variances 
assumed 
2.395 .125 .232 87 .817 .083 .358 -.629 .796 
Equal variances 
not assumed 
  .208 42.64
8 
.836 .083 .401 -.725 .891 
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TeamL
Tot 
Equal variances 
assumed 
11.226 .001 -
1.850 
87 .068 -.818 .442 -1.698 .061 
Equal variances 
not assumed 
  -
1.503 
35.40
1 
.142 -.818 .544 -1.923 .286 
TOTA
L 
Equal variances 
assumed 
8.051 .006 -.967 87 .336 -7.089 7.328 -21.653 7.475 
Equal variances 
not assumed 
  -.838 39.82
2 
.407 -7.089 8.464 -24.198 10.020 
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Annexure 6 
Crosstabs          
 
 
gender * sector 
 
Crosstab 
 sector Total 
Private Public 
Gender 
Male 
Count 15 26 41 
Expected Count 13.4 27.6 41.0 
% within gender 36.6% 63.4% 100.0% 
% within sector 51.7% 43.3% 46.1% 
% of Total 16.9% 29.2% 46.1% 
Female 
Count 14 34 48 
Expected Count 15.6 32.4 48.0 
% within gender 29.2% 70.8% 100.0% 
% within sector 48.3% 56.7% 53.9% 
% of Total 15.7% 38.2% 53.9% 
Total 
Count 29 60 89 
Expected Count 29.0 60.0 89.0 
% within gender 32.6% 67.4% 100.0% 
% within sector 100.0% 100.0% 100.0% 
% of Total 32.6% 67.4% 100.0% 
 
 
Chi-Square Tests 
 Value df Asymp. Sig. (2-
sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square .554
a
 1 .457   
Continuity Correction
b
 .268 1 .605   
Likelihood Ratio .553 1 .457   
Fisher's Exact Test    .502 .302 
Linear-by-Linear Association .548 1 .459   
N of Valid Cases 89     
 
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 13.36. 
b. Computed only for a 2x2 table 
 
 
 
 
 
 
 
135 
 
age * sector 
 
Crosstab 
 sector Total 
Private Public 
Age 
<30 
Count 0 2 2 
Expected Count .7 1.3 2.0 
% within age 0.0% 100.0% 100.0% 
% within sector 0.0% 3.3% 2.2% 
% of Total 0.0% 2.2% 2.2% 
30-39 
Count 6 12 18 
Expected Count 5.9 12.1 18.0 
% within age 33.3% 66.7% 100.0% 
% within sector 20.7% 20.0% 20.2% 
% of Total 6.7% 13.5% 20.2% 
40-49 
Count 10 22 32 
Expected Count 10.4 21.6 32.0 
% within age 31.3% 68.8% 100.0% 
% within sector 34.5% 36.7% 36.0% 
% of Total 11.2% 24.7% 36.0% 
50-59 
Count 11 21 32 
Expected Count 10.4 21.6 32.0 
% within age 34.4% 65.6% 100.0% 
% within sector 37.9% 35.0% 36.0% 
% of Total 12.4% 23.6% 36.0% 
60-69 
Count 2 3 5 
Expected Count 1.6 3.4 5.0 
% within age 40.0% 60.0% 100.0% 
% within sector 6.9% 5.0% 5.6% 
% of Total 2.2% 3.4% 5.6% 
Total 
Count 29 60 89 
Expected Count 29.0 60.0 89.0 
% within age 32.6% 67.4% 100.0% 
% within sector 100.0% 100.0% 100.0% 
% of Total 32.6% 67.4% 100.0% 
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Chi-Square Tests 
 Value df Asymp. Sig. (2-
sided) 
Pearson Chi-Square 1.169
a
 4 .883 
Likelihood Ratio 1.775 4 .777 
Linear-by-Linear Association .378 1 .539 
N of Valid Cases 89   
 
a. 4 cells (40.0%) have expected count less than 5. The minimum 
expected count is .65. 
race * sector 
Crosstab 
 sector Total 
Private Public 
Race 
African 
Count 1 5 6 
Expected Count 2.0 4.0 6.0 
% within race 16.7% 83.3% 100.0% 
% within sector 3.4% 8.6% 6.9% 
% of Total 1.1% 5.7% 6.9% 
Coloured 
Count 7 22 29 
Expected Count 9.7 19.3 29.0 
% within race 24.1% 75.9% 100.0% 
% within sector 24.1% 37.9% 33.3% 
% of Total 8.0% 25.3% 33.3% 
Indian 
Count 1 1 2 
Expected Count .7 1.3 2.0 
% within race 50.0% 50.0% 100.0% 
% within sector 3.4% 1.7% 2.3% 
% of Total 1.1% 1.1% 2.3% 
White 
Count 20 30 50 
Expected Count 16.7 33.3 50.0 
% within race 40.0% 60.0% 100.0% 
% within sector 69.0% 51.7% 57.5% 
% of Total 23.0% 34.5% 57.5% 
Total 
Count 29 58 87 
Expected Count 29.0 58.0 87.0 
% within race 33.3% 66.7% 100.0% 
% within sector 100.0% 100.0% 100.0% 
% of Total 33.3% 66.7% 100.0% 
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Chi-Square Tests 
 Value df Asymp. Sig. (2-
sided) 
Pearson Chi-Square 3.103
a
 3 .376 
Likelihood Ratio 3.218 3 .359 
Linear-by-Linear Association 2.789 1 .095 
N of Valid Cases 87   
 
a. 4 cells (50.0%) have expected count less than 5. The minimum 
expected count is .67. 
 
post * sector 
 
Crosstab 
 sector Total 
Private Public 
Post 
<5 
Count 8 24 32 
Expected Count 10.3 21.7 32.0 
% within post 25.0% 75.0% 100.0% 
% within sector 28.6% 40.7% 36.8% 
% of Total 9.2% 27.6% 36.8% 
5-10 
Count 12 18 30 
Expected Count 9.7 20.3 30.0 
% within post 40.0% 60.0% 100.0% 
% within sector 42.9% 30.5% 34.5% 
% of Total 13.8% 20.7% 34.5% 
>10 
Count 8 17 25 
Expected Count 8.0 17.0 25.0 
% within post 32.0% 68.0% 100.0% 
% within sector 28.6% 28.8% 28.7% 
% of Total 9.2% 19.5% 28.7% 
Total 
Count 28 59 87 
Expected Count 28.0 59.0 87.0 
% within post 32.2% 67.8% 100.0% 
% within sector 100.0% 100.0% 100.0% 
% of Total 32.2% 67.8% 100.0% 
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Chi-Square Tests 
 Value df Asymp. Sig. (2-
sided) 
Pearson Chi-Square 1.597
a
 2 .450 
Likelihood Ratio 1.602 2 .449 
Linear-by-Linear Association .407 1 .523 
N of Valid Cases 87   
 
a. 0 cells (0.0%) have expected count less than 5. The minimum expected 
count is 8.05. 
 
qual * sector 
Crosstab 
 sector Total 
Private Public 
Qual 
Matric 
Count 2 9 11 
Expected Count 3.5 7.5 11.0 
% within qual 18.2% 81.8% 100.0% 
% within sector 7.1% 15.0% 12.5% 
% of Total 2.3% 10.2% 12.5% 
College 
Count 8 10 18 
Expected Count 5.7 12.3 18.0 
% within qual 44.4% 55.6% 100.0% 
% within sector 28.6% 16.7% 20.5% 
% of Total 9.1% 11.4% 20.5% 
University 
Count 18 39 57 
Expected Count 18.1 38.9 57.0 
% within qual 31.6% 68.4% 100.0% 
% within sector 64.3% 65.0% 64.8% 
% of Total 20.5% 44.3% 64.8% 
other 
Count 0 2 2 
Expected Count .6 1.4 2.0 
% within qual 0.0% 100.0% 100.0% 
% within sector 0.0% 3.3% 2.3% 
% of Total 0.0% 2.3% 2.3% 
Total 
Count 28 60 88 
Expected Count 28.0 60.0 88.0 
% within qual 31.8% 68.2% 100.0% 
% within sector 100.0% 100.0% 100.0% 
% of Total 31.8% 68.2% 100.0% 
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Chi-Square Tests 
 Value df Asymp. Sig. (2-
sided) 
Pearson Chi-Square 3.200
a
 3 .362 
Likelihood Ratio 3.828 3 .281 
Linear-by-Linear Association .001 1 .978 
N of Valid Cases 88   
 
a. 3 cells (37.5%) have expected count less than 5. The minimum 
expected count is .64. 
medical * sector 
Crosstab 
 sector Total 
Private Public 
medical 
Yes 
Count 14 40 54 
Expected Count 15.9 38.1 54.0 
% within medical 25.9% 74.1% 100.0% 
% within sector 70.0% 83.3% 79.4% 
% of Total 20.6% 58.8% 79.4% 
No 
Count 6 8 14 
Expected Count 4.1 9.9 14.0 
% within medical 42.9% 57.1% 100.0% 
% within sector 30.0% 16.7% 20.6% 
% of Total 8.8% 11.8% 20.6% 
Total 
Count 20 48 68 
Expected Count 20.0 48.0 68.0 
% within medical 29.4% 70.6% 100.0% 
% within sector 100.0% 100.0% 100.0% 
% of Total 29.4% 70.6% 100.0% 
Chi-Square Tests 
 Value df Asymp. Sig. (2-
sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square 1.535
a
 1 .215   
Continuity Correction
b
 .828 1 .363   
Likelihood Ratio 1.461 1 .227   
Fisher's Exact Test    .323 .180 
Linear-by-Linear Association 1.513 1 .219   
N of Valid Cases 68     
 
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 4.12. 
b. Computed only for a 2x2 table 
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commerce * sector 
 
Crosstab 
 sector Total 
Private Public 
commerce 
Yes 
Count 13 19 32 
Expected Count 12.5 19.5 32.0 
% within commerce 40.6% 59.4% 100.0% 
% within sector 65.0% 61.3% 62.7% 
% of Total 25.5% 37.3% 62.7% 
No 
Count 7 12 19 
Expected Count 7.5 11.5 19.0 
% within commerce 36.8% 63.2% 100.0% 
% within sector 35.0% 38.7% 37.3% 
% of Total 13.7% 23.5% 37.3% 
Total 
Count 20 31 51 
Expected Count 20.0 31.0 51.0 
% within commerce 39.2% 60.8% 100.0% 
% within sector 100.0% 100.0% 100.0% 
% of Total 39.2% 60.8% 100.0% 
 
 
Chi-Square Tests 
 Value df Asymp. Sig. (2-
sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square .072
a
 1 .789   
Continuity Correction
b
 .000 1 1.000   
Likelihood Ratio .072 1 .789   
Fisher's Exact Test    1.000 .514 
Linear-by-Linear Association .070 1 .791   
N of Valid Cases 51     
 
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 7.45. 
b. Computed only for a 2x2 table 
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healthcare * sector 
 
Crosstab 
 sector Total 
Private Public 
healthcare 
Yes 
Count 7 18 25 
Expected Count 8.9 16.1 25.0 
% within healthcare 28.0% 72.0% 100.0% 
% within sector 41.2% 58.1% 52.1% 
% of Total 14.6% 37.5% 52.1% 
No 
Count 10 13 23 
Expected Count 8.1 14.9 23.0 
% within healthcare 43.5% 56.5% 100.0% 
% within sector 58.8% 41.9% 47.9% 
% of Total 20.8% 27.1% 47.9% 
Total 
Count 17 31 48 
Expected Count 17.0 31.0 48.0 
% within healthcare 35.4% 64.6% 100.0% 
% within sector 100.0% 100.0% 100.0% 
% of Total 35.4% 64.6% 100.0% 
 
Chi-Square Tests 
 Value df Asymp. Sig. (2-
sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square 1.255
a
 1 .263   
Continuity Correction
b
 .669 1 .413   
Likelihood Ratio 1.259 1 .262   
Fisher's Exact Test    .367 .207 
Linear-by-Linear Association 1.229 1 .268   
N of Valid Cases 48     
 
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 8.15. 
b. Computed only for a 2x2 table 
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none * sector 
Crosstab 
 sector Total 
Private Public 
None 
Yes 
Count 1 3 4 
Expected Count 1.5 2.5 4.0 
% within none 25.0% 75.0% 100.0% 
% within sector 12.5% 21.4% 18.2% 
% of Total 4.5% 13.6% 18.2% 
No 
Count 7 11 18 
Expected Count 6.5 11.5 18.0 
% within none 38.9% 61.1% 100.0% 
% within sector 87.5% 78.6% 81.8% 
% of Total 31.8% 50.0% 81.8% 
Total 
Count 8 14 22 
Expected Count 8.0 14.0 22.0 
% within none 36.4% 63.6% 100.0% 
% within sector 100.0% 100.0% 100.0% 
% of Total 36.4% 63.6% 100.0% 
 
 
Chi-Square Tests 
 Value df Asymp. Sig. (2-
sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square .273
a
 1 .601   
Continuity Correction
b
 .000 1 1.000   
Likelihood Ratio .286 1 .593   
Fisher's Exact Test    1.000 .535 
Linear-by-Linear Association .260 1 .610   
N of Valid Cases 22     
 
a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 1.45. 
b. Computed only for a 2x2 table 
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certificate * sector 
 
Crosstab 
 sector Total 
Private Public 
certificate 
Yes 
Count 11 16 27 
Expected Count 9.9 17.1 27.0 
% within certificate 40.7% 59.3% 100.0% 
% within sector 42.3% 35.6% 38.0% 
% of Total 15.5% 22.5% 38.0% 
No 
Count 15 29 44 
Expected Count 16.1 27.9 44.0 
% within certificate 34.1% 65.9% 100.0% 
% within sector 57.7% 64.4% 62.0% 
% of Total 21.1% 40.8% 62.0% 
Total 
Count 26 45 71 
Expected Count 26.0 45.0 71.0 
% within certificate 36.6% 63.4% 100.0% 
% within sector 100.0% 100.0% 100.0% 
% of Total 36.6% 63.4% 100.0% 
 
 
Chi-Square Tests 
 Value df Asymp. Sig. (2-
sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square .319
a
 1 .572   
Continuity Correction
b
 .097 1 .756   
Likelihood Ratio .317 1 .573   
Fisher's Exact Test    .618 .376 
Linear-by-Linear Association .314 1 .575   
N of Valid Cases 71     
 
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 9.89. 
b. Computed only for a 2x2 table 
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diploma * sector 
Crosstab 
 sector Total 
Private Public 
Diploma 
Yes 
Count 4 15 19 
Expected Count 6.1 12.9 19.0 
% within diploma 21.1% 78.9% 100.0% 
% within sector 18.2% 31.9% 27.5% 
% of Total 5.8% 21.7% 27.5% 
No 
Count 18 32 50 
Expected Count 15.9 34.1 50.0 
% within diploma 36.0% 64.0% 100.0% 
% within sector 81.8% 68.1% 72.5% 
% of Total 26.1% 46.4% 72.5% 
Total 
Count 22 47 69 
Expected Count 22.0 47.0 69.0 
% within diploma 31.9% 68.1% 100.0% 
% within sector 100.0% 100.0% 100.0% 
% of Total 31.9% 68.1% 100.0% 
 
 
Chi-Square Tests 
 Value df Asymp. Sig. (2-
sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square 1.416
a
 1 .234   
Continuity Correction
b
 .812 1 .368   
Likelihood Ratio 1.488 1 .222   
Fisher's Exact Test    .265 .185 
Linear-by-Linear Association 1.396 1 .237   
N of Valid Cases 69     
 
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 6.06. 
b. Computed only for a 2x2 table 
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degree * sector 
 
Crosstab 
 sector Total 
Private Public 
Degree 
Yes 
Count 1 10 11 
Expected Count 3.5 7.5 11.0 
% within degree 9.1% 90.9% 100.0% 
% within sector 5.3% 24.4% 18.3% 
% of Total 1.7% 16.7% 18.3% 
No 
Count 18 31 49 
Expected Count 15.5 33.5 49.0 
% within degree 36.7% 63.3% 100.0% 
% within sector 94.7% 75.6% 81.7% 
% of Total 30.0% 51.7% 81.7% 
Total 
Count 19 41 60 
Expected Count 19.0 41.0 60.0 
% within degree 31.7% 68.3% 100.0% 
% within sector 100.0% 100.0% 100.0% 
% of Total 31.7% 68.3% 100.0% 
 
 
Chi-Square Tests 
 Value df Asymp. Sig. (2-
sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square 3.172
a
 1 .075   
Continuity Correction
b
 2.024 1 .155   
Likelihood Ratio 3.780 1 .052   
Fisher's Exact Test    .148 .071 
Linear-by-Linear Association 3.120 1 .077   
N of Valid Cases 60     
 
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 3.48. 
b. Computed only for a 2x2 table 
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mentoring * sector 
 
 
Crosstab 
 sector Total 
Private Public 
mentoring 
Yes 
Count 23 32 55 
Expected Count 19.6 35.4 55.0 
% within mentoring 41.8% 58.2% 100.0% 
% within sector 88.5% 68.1% 75.3% 
% of Total 31.5% 43.8% 75.3% 
No 
Count 3 15 18 
Expected Count 6.4 11.6 18.0 
% within mentoring 16.7% 83.3% 100.0% 
% within sector 11.5% 31.9% 24.7% 
% of Total 4.1% 20.5% 24.7% 
Total 
Count 26 47 73 
Expected Count 26.0 47.0 73.0 
% within mentoring 35.6% 64.4% 100.0% 
% within sector 100.0% 100.0% 100.0% 
% of Total 35.6% 64.4% 100.0% 
 
 
Chi-Square Tests 
 Value df Asymp. Sig. (2-
sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square 3.741
a
 1 .053   
Continuity Correction
b
 2.725 1 .099   
Likelihood Ratio 4.085 1 .043   
Fisher's Exact Test    .087 .046 
Linear-by-Linear Association 3.690 1 .055   
N of Valid Cases 73     
 
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 6.41. 
b. Computed only for a 2x2 table 
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noncert * sector 
 
 
Crosstab 
 sector Total 
Private Public 
Noncert 
Yes 
Count 21 38 59 
Expected Count 20.7 38.4 59.0 
% within noncert 35.6% 64.4% 100.0% 
% within sector 75.0% 73.1% 73.8% 
% of Total 26.3% 47.5% 73.8% 
No 
Count 7 14 21 
Expected Count 7.4 13.7 21.0 
% within noncert 33.3% 66.7% 100.0% 
% within sector 25.0% 26.9% 26.3% 
% of Total 8.8% 17.5% 26.3% 
Total 
Count 28 52 80 
Expected Count 28.0 52.0 80.0 
% within noncert 35.0% 65.0% 100.0% 
% within sector 100.0% 100.0% 100.0% 
% of Total 35.0% 65.0% 100.0% 
 
Chi-Square Tests 
 Value df Asymp. Sig. (2-
sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square .035
a
 1 .852   
Continuity Correction
b
 .000 1 1.000   
Likelihood Ratio .035 1 .852   
Fisher's Exact Test    1.000 .537 
Linear-by-Linear Association .034 1 .853   
N of Valid Cases 80     
 
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 7.35. 
b. Computed only for a 2x2 table 
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inservice * sector 
 
 
Crosstab 
 sector Total 
Private Public 
inservice 
Yes 
Count 24 52 76 
Expected Count 24.7 51.3 76.0 
% within inservice 31.6% 68.4% 100.0% 
% within sector 85.7% 89.7% 88.4% 
% of Total 27.9% 60.5% 88.4% 
No 
Count 4 6 10 
Expected Count 3.3 6.7 10.0 
% within inservice 40.0% 60.0% 100.0% 
% within sector 14.3% 10.3% 11.6% 
% of Total 4.7% 7.0% 11.6% 
Total 
Count 28 58 86 
Expected Count 28.0 58.0 86.0 
% within inservice 32.6% 67.4% 100.0% 
% within sector 100.0% 100.0% 100.0% 
% of Total 32.6% 67.4% 100.0% 
 
 
Chi-Square Tests 
 Value df Asymp. Sig. (2-
sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square .285
a
 1 .593   
Continuity Correction
b
 .031 1 .861   
Likelihood Ratio .277 1 .599   
Fisher's Exact Test    .722 .418 
Linear-by-Linear Association .282 1 .595   
N of Valid Cases 86     
 
a. 1 cells (25.0%) have expected count less than 5. The minimum expected count is 3.26. 
b. Computed only for a 2x2 table 
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employees * sector 
 
 
Crosstab 
 sector Total 
Private Public 
employyes 
<50 
Count 5 4 9 
Expected Count 2.9 6.1 9.0 
% within employyes 55.6% 44.4% 100.0% 
% within sector 17.9% 6.7% 10.2% 
% of Total 5.7% 4.5% 10.2% 
50-99 
Count 3 5 8 
Expected Count 2.5 5.5 8.0 
% within employyes 37.5% 62.5% 100.0% 
% within sector 10.7% 8.3% 9.1% 
% of Total 3.4% 5.7% 9.1% 
100> 
Count 20 51 71 
Expected Count 22.6 48.4 71.0 
% within employyes 28.2% 71.8% 100.0% 
% within sector 71.4% 85.0% 80.7% 
% of Total 22.7% 58.0% 80.7% 
Total 
Count 28 60 88 
Expected Count 28.0 60.0 88.0 
% within employyes 31.8% 68.2% 100.0% 
% within sector 100.0% 100.0% 100.0% 
% of Total 31.8% 68.2% 100.0% 
Chi-Square Tests 
 Value df Asymp. Sig. (2-
sided) 
Pearson Chi-Square 2.892
a
 2 .235 
Likelihood Ratio 2.711 2 .258 
Linear-by-Linear Association 2.804 1 .094 
N of Valid Cases 88   
 
a. 2 cells (33.3%) have expected count less than 5. The minimum 
expected count is 2.55. 
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supervising * sector 
Crosstab 
 sector Total 
Private Public 
supervising 
<20 
Count 17 33 50 
Expected Count 16.5 33.5 50.0 
% within supervising 34.0% 66.0% 100.0% 
% within sector 58.6% 55.9% 56.8% 
% of Total 19.3% 37.5% 56.8% 
20-39 
Count 6 8 14 
Expected Count 4.6 9.4 14.0 
% within supervising 42.9% 57.1% 100.0% 
% within sector 20.7% 13.6% 15.9% 
% of Total 6.8% 9.1% 15.9% 
40-59 
Count 2 6 8 
Expected Count 2.6 5.4 8.0 
% within supervising 25.0% 75.0% 100.0% 
% within sector 6.9% 10.2% 9.1% 
% of Total 2.3% 6.8% 9.1% 
>60 
Count 4 12 16 
Expected Count 5.3 10.7 16.0 
% within supervising 25.0% 75.0% 100.0% 
% within sector 13.8% 20.3% 18.2% 
% of Total 4.5% 13.6% 18.2% 
Total 
Count 29 59 88 
Expected Count 29.0 59.0 88.0 
% within supervising 33.0% 67.0% 100.0% 
% within sector 100.0% 100.0% 100.0% 
% of Total 33.0% 67.0% 100.0% 
Chi-Square Tests 
 Value df Asymp. Sig. (2-
sided) 
Pearson Chi-Square 1.333
a
 3 .721 
Likelihood Ratio 1.342 3 .719 
Linear-by-Linear Association .508 1 .476 
N of Valid Cases 88   
 
a. 2 cells (25.0%) have expected count less than 5. The minimum 
expected count is 2.64. 
b.  
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anticipation * sector 
 
Crosstab 
 sector Total 
Private Public 
anticipation 
Yes 
Count 16 46 62 
Expected Count 20.2 41.8 62.0 
% within anticipation 25.8% 74.2% 100.0% 
% within sector 55.2% 76.7% 69.7% 
% of Total 18.0% 51.7% 69.7% 
No 
Count 13 14 27 
Expected Count 8.8 18.2 27.0 
% within anticipation 48.1% 51.9% 100.0% 
% within sector 44.8% 23.3% 30.3% 
% of Total 14.6% 15.7% 30.3% 
Total 
Count 29 60 89 
Expected Count 29.0 60.0 89.0 
% within anticipation 32.6% 67.4% 100.0% 
% within sector 100.0% 100.0% 100.0% 
% of Total 32.6% 67.4% 100.0% 
 
Chi-Square Tests 
 Value df Asymp. Sig. (2-
sided) 
Exact Sig. (2-
sided) 
Exact Sig. (1-
sided) 
Pearson Chi-Square 4.274
a
 1 .039   
Continuity Correction
b
 3.317 1 .069   
Likelihood Ratio 4.153 1 .042   
Fisher's Exact Test    .050 .036 
Linear-by-Linear Association 4.226 1 .040   
N of Valid Cases 89     
 
a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 8.80. 
b. Computed only for a 2x2 table 
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     Annexure 7 
Reliability 
 
Reliability Statistics 
Cronbach's 
Alpha 
N of Items 
.971 80 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
153 
 
Annexure  8 
 
Regression 
 
Variables Entered/Removed
a,b
 
Model Variables 
Entered 
Variables 
Removed 
Method 
1 
TeamLTot, 
SelfCTot, 
ITMTot, 
InnovTot, CLTot, 
HRMTot, 
InterTot, RelTot, 
TalDevTot, 
ProjMTot, 
InitTot, FinTot, 
AchorTot, 
COrTot, 
StratTot, 
ImpactTot, 
OrgAwTot, 
SelfDTot, 
AccountTot, 
InfoTot, CollTot, 
ATTot, ProfTot, 
PMTot, 
CommTot, 
ProcTot
c
 
. Enter 
 
 
Model Summary 
Model R R Square Adjusted R 
Square 
Std. Error of the 
Estimate sector =  Public 
(Selected) 
1 1.000
a
 1.000 1.000 .000 
 
ANOVA
a,b
 
Model Sum of Squares df Mean Square F Sig. 
1 
Regression 43024.583 26 1654.792 . .
c
 
Residual .000 33 .000   
Total 43024.583 59    
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Coefficients
a,b
 
Model Unstandardized Coefficients Standardized 
Coefficients 
t Sig. 
B Std. Error Beta 
1 
(Constant) 1.608E-013 .000  .000 1.000 
AccountTot 1.000 .000 .042 7837836.811 .000 
AchorTot 1.000 .000 .060 14780243.442 .000 
ATTot 1.000 .000 .053 10014331.135 .000 
CLTot 1.000 .000 .058 12058819.611 .000 
CollTot 1.000 .000 .076 15703970.574 .000 
CommTot 1.000 .000 .065 9500789.544 .000 
COrTot 1.000 .000 .078 16338097.302 .000 
FinTot 1.000 .000 .057 13430368.197 .000 
HRMTot 1.000 .000 .062 14329339.067 .000 
ImpactTot 1.000 .000 .049 9357948.320 .000 
InfoTot 1.000 .000 .061 9876977.117 .000 
ITMTot 1.000 .000 .060 14570219.313 .000 
InitTot 1.000 .000 .061 13962915.800 .000 
InnovTot 1.000 .000 .041 9040489.414 .000 
InterTot 1.000 .000 .064 10582283.458 .000 
OrgAwTot 1.000 .000 .059 11245538.042 .000 
PMTot 1.000 .000 .049 8346846.332 .000 
ProcTot 1.000 .000 .049 7108350.685 .000 
ProfTot 1.000 .000 .047 8064444.597 .000 
ProjMTot 1.000 .000 .061 14957122.607 .000 
RelTot 1.000 .000 .046 10491945.974 .000 
SelfCTot 1.000 .000 .055 11091924.005 .000 
SelfDTot 1.000 .000 .056 11004303.412 .000 
StratTot 1.000 .000 .049 9680254.074 .000 
TalDevTot 1.000 .000 .052 10601449.559 .000 
TeamLTot 1.000 .000 .053 9774833.206 .000 
 
a. Dependent Variable: TOTAL 
b. Selecting only cases for which sector =  Public 
 
 
 
 
 
 
